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Novak’s Gynecological and Obstetrical Pathology 


NEW (2nd) EDITION 


The very arrangement of this book is indicative of the author’s logical approach. Each of the 
genital organs is considered separately, with a complete presentation of all features of every dis- 
ease that may attack that organ. The gross appearance of the lesions is described and often pictures, 
along with the microscopic representation. Clinical aspects are stressed throughout, in a straight- 
forward and explicit manner that will greatly simplify the task of the practitioner in the seldom- 
easy problem of diagnosis. There is, for example, definite guidance on the most effective methods 
of cervical biopsy in suspected carcinoma. 


The presentation of the menstrual cycle is masterly, with emphasis on the day-by-day changes in 
the endometrium and on the endocrinologic aspects. Dr. Novak has, in fact, been most careful to 
include endocrine relations and their clinical manifestations under every condition on which they 
have bearing. His purpose—admirably fulfilled—has been to present his material in such a way 
that it will be of equal value to general practitioners, gynecologists, obstetricians and pathologists. 
The resulting book is so comprehensive that it will fill the needs of the most exacting pathologist, 
but it is neither too heavy nor too encyclopedic for the use of the general physician. 


By Emil Novak, A.B., M.D., D.Sc. (Hon. Dublin), F.A.C.S., Associate in Gynecology, The Johns 
Hopkins Medical School. 570 pages, 542 illustrations, 15 in color. $7.50. 


SEND ORDERS TO 


J. A. MAJORS COMPANY 


NEW ORLEANS 13 
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Another New TMosby Release 


Mc(ormick’s 2nd Edition 


PATHOLOGY LABOR 
THE PUERPERIUM 
THE NEWBORN 


by Charles O. McCormick, A.B., M.D., F.A.C.S., Clinical Professor of Obstetrics, 
Indiana University School of Medicine. 


512 pages 272 illustrations 


A very thorough revision has been accom- 
plished to make the second edition of this 
volume an even more valuable refresher guide. 
A partial digest of the topics which have been 
expanded or added to the test follows: 


’ Treatment of missed labor with estrog 


22 in color PRICE, $8.50 


thor; elaboration on cesarean operations—in- 
dications and contraindications and prognosis; 


.treatment of phlegmasis alba dolens. 


Use of penicillin in puerperal infection; use of 
streptomycin; labor complicated with cardiac 


d and diabetes; erythroblastosis; Appen- 


pelvioradiography; value in abnormal labor; 
the Caldwell-Maloy classification of female 
pelvis — gynecoid, android, platypelloid ard 
anthropoid; antenatal management of con- 
tracted pelvis. 


Distinguishing signs and symbols of abruptio 
placenta previs in chart form; expression of 
the placenta—Pastore technique, Brand tech- 
nique, modification of Brand technique by au- 


dix—demorol and scopolamine; bed posture 
and exercise; early puerperal rising; religious 
requirements and instruction. 


This book continues to be a guide which is 
complete without being cumbersome dedicated 
to the recognition and proper evaluation of the 
pathologic. Essentials of current obstetric 
thought are presented in easily assimilated 
form. 


USE COUPON TO ORDER 


Cc. V. MOSBY CO., 
3205 Washington Blvd. 
St. Louis 3, Missouri 


Gentlemen: 


SMJ-8-47 


Please send me a copy of McCormick’s New 2nd Edition 
PATHOLOGY OF LABOR, THE PUERPERIUM AND THE NEWBORN 
$ 


Address 
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Because Similac, like breast milkyKas a consistently 
zero curd tension, it can bé fed in a concentrated 
high-caloric formula Without fear of increased curd 
tension and Jenfgthened digestive period. Hence, pre- 
mature tnfants unable to take a normal volume of 
_ -f60d may safely be fed a concentrated Similac form- 
ula supplying as much as double the caloric value 
(per ounce) of the normal dilution. The use of a 
concentrated formula often avoids serious loss of 
weight and inanition in the premature infant, and 
permits a more rapid return to normal weight gain. 


M & R DIETETIC LABORATORIES, INC. © COLUMBUS 16, OHIO 


A powdered, modified milk product, especially om, 
pared for infant feeding, made from tuberculin 
tested cow's milk (casein modified) from which part 
of the butter fat has been removed and to which has 
been added lactose, cocoanut oil, cocoa butter, corn 
oil, and olive oil. Each quart of normal dilution 
Similae contains approximately 400 U.S.P. units of 
Vitamin D and 2500 U.S.P. units of Vitamin A as 
a result of the addition of fish liver oil concentrates. 
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J. B. LIPPINCOTT COMPANY 


Announces lhe forthcoming publica on of 
lhe Aes Edition of 


SURGERY of the AMBULATORY PATIENT 


éy L. Kraeer Ferguson, M. D., F. A. 6. S. 


The new 2nd edition of Ferguson’ss SURGERY OF THE AM- 
BULATORY PATIENT will certainly evoke the same praise as the 
first edition did when a reviewer said, “It is, to my knowledge, the best 
book of its kind on the market today.” 


Now with an additional six years’ clinical experience, Dr. Ferguson 
presents a fresh and modernized surgery that literally tells what to do 
and how to do it. Better illustrated (if possible) with 645 illustrations, 
many of them new, useful visual aids. Complete technics for every 
procedure—step-by-step. 


As in the first edition, the book is divided into three parts. The 
first part is a general discussion of typical lesions with a description 
of their cause, course and care. An important and thoroughly approved 
chapter in this part is the section on anesthesia. The second part of the 
book is devoted to regional surgery . . . the common surgical lesions of. 
the specific parts and the methods of treatment. The third part deals 
with fractures and dislocations and their treatment. 


A completely revised text . . . right up-to-the-minute on every 
phase including the current role of chemotherapy in office surgery. 


902 Pages 645 Illustrations ~ $10 


By L. KRAEER FERGUSON, M. D., F.A.C.S. Professor of Surgery, 
Graduate School of the University of Pennsylvania; Professor of Surgery, Wom- 
an’s Medical College of Pennsylvania. With a Section on Fractures by Louis 
Kaplan, M.D., F.A.C.S., Associate in Surgery, University of Pennsylvania. 


J. B. LIPPINCOTT COMPANY ~+- PHILADELPHIA, PA. 
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In This New 


THE modern day infant feeding plan, where the infant is 
permitted to choose what he likes from a group of foods 
offered, Libby’s Baby Foods prove especially advantageous. 
Through Libby’s exclusive process of homogenization cellu- 
lose cell capsules are ruptured and all fibrous material is 
reduced to microscopic particles. Hence Libby’s Baby Foods 
are satin-smooth in texture, the nutrients are dispersed homo- 
geneously throughout the food mass, and there is no “sep- 
arating out” of the solids from the liquid. Libby’s frequently 
have been fed as early as the sixth week of life, conditioning 
the infant to a wide variety of foods. 
Beets Carrots Green Beans Peas + Spinach » Squash Vegetable Soup 
Mixed Vegetables - Garden Vegetables - Liver Soup - Vegetables with Bacon + 
Vegetables with Beef and Barley - Vegetables with Lamb + Apples and Apricots « 
Apples and Prunes + Apple Sauce + Peaches » Peaches-Pears-Apricots » Pears and 
Pineapple + Prunes (with Pineapple Juice and Lemon Juice) - Custard Pudding 


Libby, M¢Neill & Libby - Chicago 9, Illinois 
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, When the basic dietary theme of milk no longer strikes a responsive chord in children 
or adults—because of aversion or intolerance—the resourceful “composer” may happily 
resort to a number of variations ... by changing the consistency and flavor of milk 

with either “Junket” Rennet Powder or Tablets, to insure an adequate intake of this 
essential nutrient. ¢ With quickened appeal to retina and taste-buds, 


deliciously tempting rennet-custards maintain all the 
nutritional values of milk — yet surpass it in 

ease of digestibility because of the smaller, softer curds 
formed in the stomach by the enzymatic action of rennin. 
* Let us send full details and trial packages. 

Also, samples of authoritative, time-saving infants’ 
and children’s diets—for physicians “personalized” with 
our compliments. ¢ “Junket” Rennet Powder 
available in six popular flavors, already sweetened; 
“Junket” Rennet Tablets—not sweetened or flavored. 


“JUNKET” is the trade-mark of Chr. Hansen’s Laboratory, Inc., 
for its rennet and other food products, and is registered 

in the United States and Canada. 

“JUNKET” BRAND FOODS 
ivision of Chr. Hansen’s Laboratory, Inc., Little Falls, N. Y. 
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Mined Corbohydrete for 
Or} NFANT 
As Directed 


PROTEIN 


Carbohydrates as protein sparers have 
particular significance in infant nu- 
trition, which requires a high order 
of efficient utilization of protein for 
an active metabolism. 

CARTOSE* is well tolerated; its 
content of dextrins in association with 
maltose and dextrose minimizes gas- 
trointestinal discomfort due to an 
excessive concentration of readily 
fermentable sugars in the gastro- 
intestinal tract. 

CARTOSE is liquid, facilitating 


FEEDING 


SPARER 


rapid, exact formula preparation. It 
is compatible with any formula base 
— liquid, evaporated, or dried milk. 

SUPPLIED: In clear glass bottles 
containing | pt. Two tablespoonfuls 
(1 fl. oz.) provide 120 calories. Avail- 
able through recognized pharmacies 


CARTOSE 


Mixed Carbohydrates 


*The word CARTOSE is o registered trodemork of H. W. 
Kinney & Sons, Inc. 


August 1947 


—— H. W. KINNEY & SONS, 
4 COLUMBUS, INDIANA 


wedemerk 


Vol 
4 Ss KINNEY &@ SON® 


SOUTHERN MEDICAL JOURNAL 


the protein patients accept 


palatable 
easily digested 


efficient 


Protein-Carbohydrate Granules 


Protein therapy is important in all branches of medicine. 
Every cell of every tissue requires protein for growth and 
repair. Protein requirements are therefore frequently enor- 
mous. ¢ How may protein be administered in large amounts ? 
The simplest and best way is by mouth, for any patient who 
can swallow. Infusion hazards are avoided; more complete 
nutrition is provided.* ‘Detcos’ Protein-Carbohydrate 
Granules present palatable, concentrated, whole protein of 
high biologic value, protected from wasteful use as energy. 
e Patients like the taste of ‘DeLcos’ Granules, and will accept 
it almost ad libitum. Dosage may be pushed to the limit and 
maintained at a high level indefinitely. Moreover, since 
‘Detcos’ Granules provide carbohydrate-protected, whole 
protein, containing strepogenin,* a factor lacking in protein 
hydrolysates and mixed amino acids, maximal nutritional 
efficiency is achieved. Controlled growth tests have shown 
that ‘Detcos’ Granules are biologically superior to beefsteak. 
e ‘Detcos’ Protein-Carbohydrate Granules contain casein and 
lactalbumin, providing a balanced combination of all the es- 
sential amino acids, as whole protein, protected from wasteful 
use as energy by carbohydrate (30%). In wide-mouthed jars; 
1-Ib. and 5-lb. Sharp & Dohme, Philadelphia 1, Pa. 


*Editorial: J.A.M.A., 131:826, July 6, 1946. 
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This new product of Searle Research is composed of a 
synthetic histami tagonist, diphenhydramine*, and 
the well accepted bronchial antispasmodic, Aminophyl- 
lin. The combining of these two components provides an 
augmented effect in the prevention and control of 
allergic disturbances associated with abnormal hista- 
mine release, with limited disagreeable side reactions. 
Each tablet contains: 


Diphenhydramine* 25 mg. 
Indicated in: 

Urticaria, atopic dermatitis, ec tous dermatitis, peni- 


cillin reactions, hay fever, allergic rhinitis complicated 
by bronchial asthma, bronchial asthma, other allergic 
manifestations. 


dad 


One or two tablets three or four times a day. 

Now available at your prescription pharmacy in bot- 
tles of 100 tablets. A product of G‘ D. Searle & Co., 
Chicago 80, Illinois. 

*Diphenhydramine is the name adopted by the Council on Pharmacy 


and Chemistry of the American Medical Association for B. dimethyl- 
aminoethyl benzohydryl ether. 
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LEDERLE now makes available to physicians, in several forms, 
new PUROGENATED TOXOIDS for the prevention of diph- 
theria, tetanus, and simultaneous immunization against tetanus 
and diphtheria. These toxoids have the following advantages— 
1. From these toxoids 99.7% of the nitrogenous impurities have 
been removed, the nonspecific protein having been reduced to 
approximately 0.15%. 

2. In the alum-precipitated forms the alum content has been 
reduced by 75%, thus reducing to a minimum any local reactions 
caused by that substance. 


3. These toxoids appear to be essentially free from substances 
which cause reactions in children and adults. 

4. The antigenic property of the new toxoids is so highly con- 
centrated that the dosage required is only one-half the volume 
usually required with standard toxoids. 

5. A very high, durable, and active immunity is produced. 

6. A single booster dose at about 6 years of age in the case of 
diphtheria, or at the time of exposure in the case of tetanus, will 
provide a rapidly increasing immunity, with a very rapid increase 
in blood titers to high levels. 


7. Immunization may be done at about the sixth to ninth month 
of life without, as a rule, any preliminary “reactor test,” and 
with a minimum of reactions. 


8. The fluid preparations are completely colorless and the 
alum-precipitated forms exhibit only a slight opalescence. 


PUROGENATED DIPHTHERIA TOXOID (Refined Alum-Precipitated) Lederle 
PUROGENATED TETANUS TOXOID (Refined Alum-Precipitated) Lederle 
PUROGENATED DIPHTHERIA-TETANUS TOXOIDS COMBINED 
(Refined Alum-Precipitated Lederle 

1 one vial containing 1.0 cc. 

5 immunizati one vial containing 5.0 cc. 
PUROGENATED DIPHTHERIA TOXOID FLUID Lederle 
PUROGENATED TETANUS TOXOID FLUID Lederle 

1 immunization—one containing 

n$—one ig 7.5 cc. 


*TRADE-MARK 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY « 30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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for the patient 
with distressing urinary symptoms 


The prompt symptomatic relief provided by Pyridium is extremely gratifying to the patient 
suffering from distressing symptoms such as painful, urgent, and frequent urination, nocturia, 
and tenesmus. 

Pyridium, administered orally in a dosage of 2 tablets t.i.d., will promptly relieve these 
symptoms in a large percentage of ambulant patients, thereby permitting them to pursue 
normal activities without undue discomfort. e 

Since Pyridium acts directly on the mucosa of the urogenital tract, this important effect is 
entirely local. It is not associated with or due to systemic sedation or narcotic action. 

Therapeutic doses of Pyridium may be administered with little fear of serious toxic effects 
throughout the course of most cases of cystitis, pyelonephritis, prostatitis, and urethritis. 

Literature on request. 


wees PYRIDIUM 


(Phenylazo-alpha-alpha-diamino-pyridine mono-hydrochloride) 


Al 


MERCK & CoO., Ine. RAHWAY, N.J. 
Manufacluring Chemists 


In Canada: MERCK & CO., Ltd. Montreal, Que. 
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As the published reports pile up—now in the hundreds—short- 
acting Nembutal is being applied in an increasing variety of 
conditions. The list at right is only partial. ¢ Because doses 
adjusted to the need can achieve any desired degree of cerebral 
depression, from mild sedation to deep hypnosis, short-acting 
Nembutal naturally lends itself to extensive application. e 
Small dosage—only about one-half that required by many other 
barbiturates—adds the advantages of shorter effect, reduced 
possibility of after-effect, marked clinical safety and definite 
economy to the patient. e In most cases, doses as small as 
these will suffice: for mild sedation, 4% to % gr.; for simple 
insomnia, ¥2 to 1 gr.; for true hypnosis, 144 grs.; for pre-operative 
medication, 114 grs. the night before and 1} to 3 grs. two hours 
preceding the operation. e Your pharmacy can supply you 
with any of 11 Nembutal products in convenient small dosage 
forms to fit any short-acting sedative and hypnotic need. 


In equal oral doses, no other barbiturate 
combines QUICKER, BRIEFER, MORE PROFOUND 
EFFECT than... 


Nembutal 


(Pentobarbital Sodium, Abbott) 


Assorr Laporatortes, North Chicago, Illinois. 


11 


Sedative 
Cardiovascular 


Hypertension' Decompensation 
Coronary Disease* 

Angina’ 

Peripheral Vascular Disease 
Endocrine Disturbances 
Hyperthyroid 
Menopause—female, male 
Neusea and Vomiting 


Functional or Organic Disease 
(acute gastro-intestinal and 


emotional) 
X-Ray Sickness Pregnancy 
Motion Sickness 
Gastro-intestinal Disorders 
Cardiospasm? lorospasm? 


Spasm of Biliary Trac: Colitis? 

Spasm of Colon? Peptic Ulcer? 

Biliary Dyskinesia 

Allergic Disorders 

Irritability 

To Combat Stimulation of 
Ephedrine alone, etc. 

Irritability Associated 

With Infections‘ 


Restlessness and Irritability 
With Pain®* 


Paralysis Agitans Chorea 
Hysteria Delirium Tremens 
Mania 


Anticonvulsant 

Status Epilepticus Tetanus 
Traumatic Eclampsia 
Strychnine Anesthesia 


Hypnotic 
Induction of Sleep 


Obstetrical 


Nausea and Vomiting 


Ecla 
and Analgesia® 


Surgical 
Pre-operative Sedation 
Basal Anesthesia 
Post-operative Sedation 


Pediatric 
Sedation for: 


Special Examinations 
Blood Transfusions 
Administration of 
Parenteral Fluids 
Reactions to Immunization 
Procedures 

Minor Surgery 


Pre-operative Sedation 


Nembutal alone or 'Glucophylline® and 
Nembutal, 7Nembutal and Belladonna, 
3Ephedrine and Nembutal, “Nembudeine® 
5Nembutal and Aspirin, Sadministered 
with scopolamine or other drugs. 
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for the nervous patient 
with poor appetite 


EskaPHEN B Exixir . . . a delightfully 
palatable combination of phenobarbital 
and thiamine . . . has been developed 
for the many tense and nervous patients, 
especially women, whose most 
characteristic symptoms are agitation, 
wakefulness and poor appetite. 

For these patients . . . 


suffering more often than not from 
thiamine deficiency . . . EskAPHEN B 
provides, in a pharmaceutically 
excellent preparation, both the calming 
action of phenobarbital and the 
tone-restoring effect of Vitamin By. 


Kline 
& French 
Laboratories, 


Philadelphia 
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ature herself asks 
for nothing more 


It would seem wise to assist nature with an 
endocrine substance similar to her own when- 
ever diminishing production of hormone by the 
ovary causes menopausal symptoms. It would 
seem wise, therefore, to supply estradiol in 
the same smooth, steady fashion to which the 
op" 4 body is accustomed. 


PROGYNON-B, the venzoic acid ester of estradiol, 
‘ ; parallels nature’s own wisdom. Injected intramus- 
cularly, the primary follicular hormone is released 
gradually and evenly from PROGYNON-B over a 
prolonged period—six to ten days depending on 
the amount administered. 
PROGYNON-B (alpha-estradiol benzoate) in oil, 
ampules of 1 cc. containing 0.08, 0.16, 0.33, 1.0 
and 1.66 mg. (500, 1000, 2000, 6000 and 10,000 
R.U.); boxes of 3, 5, 6, 50 and 100 ampules; and in 
vials of 10 cc., each cc. containing 0.16 mg. (1000 
R.U.)...1 R.U. < 10 1.U. Boxes of 1 and 6 vials. 
pe Trade-Mark PROGYNON-B—Reg. U.S. Pat. Off. 


e 
CORPORATION BLOOMFIELD, N. J. 
IN CANADA, 


SCHERING CORP. LTD., MONTREAL 
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5.000 UNITS 


penicillin 


HIGH POTENCY. Each Penicillin Troche-C.S.C. contains 
5,000 units of Crystalline Penicillin G Potassium. In 
consequence relatively high penicillin saliva levels are 
attained for maximal therapeutic efficacy in fusospiro- 
chetal (Vincent’s) infection of the gingivae, mouth and 
pharynx, and certain other oral infections responsive 
to penicillin. 


SLOW DISINTEGRATION. Penicillin Troches-C.S.C. dis- 
solve slowly within the mouth, a process which requires 
from one to two hours. Thus prolonged action is possible 
from a single troche. 


ADHERES TO PALATE. Lenticular in shape, Penicillin 
Troches-C.S.C. readily fit into the curve of the hard = 
palate, adhering to the mucosa on gentle pressure from os 
the tongue. A penicillin depot is thereby established from : 
which the antibiotic diffuses into the saliva. 


CRYSTALLINE POTASSIUM PENICILLIN G. Penicillin 
Troches-C.S.C. contain Crystalline Penicillin G Pota. 
sium Salt. This form of penicillin is highly purified, 

having a potency of not less than 1435 units per mg. 


CSC 


A DIVISION OF 
(OMMERCIAL SOLVENTS (ORPORATION 


17 42nd Street New York 17, 
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The subject is: Allergy 


The advice, as usual, 


“SEE YOUR DOCTOR” 


Some things yoy Should know about @ 


Westions may give 
a 'Y give him 
‘ trouble. Tf vour attacks 


In LIFE and other national magazines, 
Parke-Davis presents a timely mes- 
sage about allergy (shown below). It 
appears in full color... reaches an 
audience of nearly 23 million people. 
It is No. 206 in the Your Doctor’ 
series published in behalf of the medi-_ 


llergy 


OF messages 
Proper medical care 


house dust in certain ¢ 
casi! Pollen, some. promise, They of allergy— are 


tions may be suggemer” voided, a series of only under the direction of of 


Physician, 


Vol. 40 No. 8 
i 
ia) 
No. 206 in sene. 
the importance a 
today you tell your doctor that you suffer from i 4 
asthma, Sneezing attacks, or itching yes, one thing 4 
allergic which ineans that you may be SeNSitive to ‘ 
in discovering this Bending substance (lnown as = \ VE. 
where they cur, the furnishings oS your home, the : > j 
the first frosts, he wil) Suspect that youir trouble ig fj 
(uh Your doctor must consida, hundreds of pessibititin, 7 
A few grains of mustard can make some People 
face Powder, or to dog hair, of pollen, of to 7 
img substance Drops of various tracts of pollen, “ - | Pron 
Soods, and other substances ar, injected into the shin 
put on shin Scratches. Yi vou are Sensitive to the sub- 
‘ Mance being tested, 7] ally develop 
within will Seather one may bring surprisingly Bective rel, 4 
Once a doctor has found what causes the allergic If the allergen is “wares, Bi 
reaction — by Means of the history of the case sup. thing else 
Plemented by skin tare oft inocul. SEE your DOcTor, If you suffer from recurring 
according * the nature of the patient SENSitivities, Sem However, do not Tespond to this and unexplained attacks of sneezing, skin rashes, or : 
the patient allergic to q Particular Sood, the type of (eatment, or are SENSitive to too many asthma, See your doctor, In allergy, as in other 
solution avoid the Sood. Tf his Sensitivity ferent things to make inoculations practical Medical Problems. oui i more 
feathers, the Substitution of bre pillow for @ cedure. New chemical drugs—developed to coms help today than on 
Mokers of medicines Prescribed by Physicians PAR KE, DA VIS & CO 
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An immediate accelerated weight gain may\occur when B vita- 
mins are supplerhented to the average infakt diet—anorexia, 
fretfulness, spaSticity and digestive disturbances\may also often 
be reduced.» 

As a sypplement to the average infant diet, five drips daily of 
White’s Multi-Beta Liquid provide the important vitamin B fac- 
fors n amounts proportionate|to their average insufficidacy in 
uch diets. 

Pleasant-tasting, easy to take] freely miscible in milk mixturgs, 
orange juice or other liquids,|soft feéedings—or directly from 
dropper. Notably stable. 


1) Gaynor, M. F. and Dennett, R. H.: J. Ped., 
4 :507-13 (April) 1934. 

2) Hoobler, B. R.: J. A. M. A., 96:675-77 (Feb. 28) 

1931. 


3) Poole, M. W., Hamil, B. M., Cooley, T. B., Ma 
I. G.: Am. J. Dis. Child., 54 :726-749 (Oct. 
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"Comes summer .. . comes hay fever... comes 
Neo-Synephrine for relief. 

Decongestion of nasal and ocular edema occurs 
promptly, lasts for hours ,.. hypersecretion and 
excessive lacrimation gre quickly checked .. . days 
are more comfortable, nights more restful. 


August 1947 


Neo-Synephrine 


BRAND PHENYLEPHRINE 


HYDROCHLORIDE 


For hay fever relief 


INDICATED for relief of the nasal and ocular symptoms of hay 
fever, sinusitis and summer colds. 

FOR INTRANASAL USE: ‘4% in isotonic saline and in isotonic 
solution of three chlorides (Ringer's) with aromatics, 1% in saline, 
1 fl. oz. bottles; 12% in water-soluble jelly, % oz. applicator tubes. 
FOR OPHTHALMIC USE: '%% in low surface tension, aqueous 
solution,* isotonic with tears, 15 cc. bottles, 


FREDERICK STEARNS & COMPANY 


DETROIT 31, MICHIGAN NewYork KansasCity © Sanfrancisco 


Windsor, Ontario © Sydney, Australia © Auckland, New Zealand 


#Contaims Aerosol OT 100 (diocty! ester of sodium sUlfusuccinate) 0.001T% 


Atlanta 


Trade-Mark Neo-Synephrine Reg. U.S. Pat. Off. 
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Pollen Count 
of City Air 
Los Angeles 108 
Denver 1126 
Washington, D.C. 820 
Atlanta 
Boston 
Detroit 
St. Louis 
Chicago 
Des Moines 
New Orleans 
Omaha 
New York 
Portland, Oregon 36 
Philadelphia 1257 
Dallas 2077 


“Allergy in Practice,” Feinberg. Second 
Edition: 1946, Year Boot Publishers, Chicago. 


| 


HYDROCHLORIDE i 


hb seasonal hay fever Pyribenzamine has provided 


“etfective symptomatic relief in 82 per cent of patients.* 
q) It has also been successfully employed in urticarial 
2 dermatoses, acute and chronic atopic dermatitis and 
ee certain allergic drug reactions. The comparatively low 


incidence of side effects permits adequate doses in cases 
where other antihistaminics have not been tolerated. 


*Feinberg, J.A.M.A. 132:702, 1946 
PYRIBENZAMINE ® (brand of tripelennamine) 


For further information, write Professional Service Division 


CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY, 


ja No. 8 19 
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EXPEDITE 


Nutritional adequacy is a fundamental requi- 
site for normal convalescence. LIVER AND 
YEAST EXTRACT ARMOUR is an excellent 
nutritional adjuvant, not only because of the 
nutritional factors it contains, but also be- 
cause of its tonic effect and stimulating action 
on the appetite. It hastens convalescence and 
helps overcome lassitude, fatigue and mal- 
aise. Furunculosis and inflammatory or ulcer- 
ative lesions of the mucous membrane may 
yield also to Liver and Yeast therapy. 


LIVER AND YEAST EXTRACT ARMOUR 
is absorbed rapidly and its physiologic stimu- 
lating effect is noted promptly. In this prepara- 
tion, the yeast has been washed free from gas- 


CONVALESCENCE 


August 1947 


trointestinal irritating properties. The hydro- 
lyzing and stabilizing processes are so con- 

ucted that the often objectionable liver 
odor and taste are eliminated while the pri- 
mary and secondary anti-anemic factors as 
well as the vitamin B complex of both liver 
and yeast are preserved. It is quite palatable. 


LIVER AND YEAST EXTRACT ARMOUR 
is supplied in 8 ounce bottles. The adult 
dose is two teaspoonfuls twice daily. Larger 
doses, if indicated, may be given safely. It 
is best administered in a little milk, water, 
or fruit juice. When there is a decided ten- 
dency toward secondary anemia it may be 
given in conjunction with some form of iron. 


Have confidence in the preparation 
you prescribe — specify ARMOUR. 


The ARMOUR Laboratories 


CHICAGO 9, ILLINOIS 


— 
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Pioneer Name tn 


Parenteral Sherapy 


@ A Protein Hydrolysate 
Solution that is conspicuously 
reaction-free is another achieve- 
ment of Baxter research. The per- 
fecting of Protein Hydrolysate 
Baxter marks an important addi- 
tion to Baxter’s integrated paren- 
teral therapy program . . . with 

' its complete range of solutions 
... Sets for separate or simultane- 
ous infusions... its wide selection 
of simplified equipment for stand- 
ardized procedures. No other 
method is used by so many 
hospitals. 


* 


Manufactured by 
BAXTER LABORATORIES 
Morton Grove, Illinois - Acton, Ontario 


10 


ADministE 
BY 


* 


Distributed and available only in the 37 
states east of the Rockies through... 


mm AMERICAN HOSPITAL SUPPLY CORPORATION 
NEW YoRK 


EVANSTON, ILLINOIS ATLANTA WASHINGTON, D.C. 


BAXTER 
Protein 
Hydrolysate wi 
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Perandren 


As time runs out, 
Perandren is specific 
in the treatment 
of the male climac- 
teric. Perandren IS 


testosterone propio- 
nate, the most potent an- 
drogen available for intramus- 
cular administration. 
PERANDREN ...T. M. Reg. We S. Pat. Off. and Conada 


For further inf ion, write Professional Service Dep 


CIBA PHARMACEUTICAL PRODUCTS, INC. @ SUMMIT, N. J. 
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TREATMENT OF 


o| 


“ARIA 


The potency and efficiency of the new colorless, antimalarial specific, Aralen 

diphosphate (SN-7618), has greatly simplified treatment and suppression of 

malaria. The dosage scheme is very simple: For adults, 4 tablets initially; 

2 tablets after six to eight hours and 2 tablets on each of two consecutive 

days (totaling 10 tablets in three days). This eradicates infection 

due to Plasmodium falciparum and terminates the acute attack of : 

Plasmodium vivax infection. 
& 

Aralen diphosphate has been thoroughly investigated under the 

auspices of the National Research Council. 


Available in tablets of 0.25 Gm., tubes of 10 and 
bottles of 100 tablets. 


Write for Informative Booklet. 


ARALEWN DIPHOSPHATE 


Brand of chloroquine diphosphate 


“CHEMICAL COMPANY, INC. 
YORK 13; WINDSOR, 


J 
| 
| 
| 
6 
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ARALEN, trademark a 
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HYDROCHLORIDE 


Demerol* is a synthetic drug 

used to control severe pain 

regardless of etiology. Demerol 

is a powerful analgesic and 

antispasmodic. 

Some Demerol Advantages 

© Danger of respiratory depression 
greatly reduced. 

® Does not interfere with cough 
reflex or cause constipation, 

© Patients in casts or fixed positions 
have fewer untoward effects 
from Demerol. 

© No “splinting” action on 
smooth muscle. 


In Obstetrics Especially 

© Demerol is uncomplicated to 

administer and supervise. 

© Safe for mother and child. 

© Striking absence of fetal anoxia. 
© No weakening of uterine 
HYDROCH LOR | DE ~ contractions. 

Bad effects on newborn 


Demerol Hydrochloride 
produces efficacious anal- 
gesic and antispasmodic 
action without the adverse 
pharmacologic effects of 
morphine. 


*Brand of Meperidine hydro- 
chloride (Isonipecaine). 
Demerol is the registered 
trademark of Winthrop 
Chemical Company, Inc. 


«Company 


KANSAS CITY , MO. 
NEW YORK 

ATLANTA 

LOS ANGELES 
SEATTLE 


| ; 
\ 
| 
Tablets of 50 ng. | & 
2 ce ampuls and 30 cc DEMEROL BA 
ect te Fede at 4 EMERO 
‘cotics Rec ulations 
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STIMULATION 
in HEPATIC 


_DEFICIENC 


Especially in those cases of hepatic dysfunction and 

hypofunction in which a choleretic or cholagogue is to be 
avoided ... in post-surgical biliary symptoms and in affec- 
tions requiring arsenicals or surgery— 
SORPARIN has been found to provide valuable support 
for the liver. Sorparin apparently stimulates the liver cells 
to increased activity. Because of its vitamin K-like activity, 
it increases blood prothrombin levels. It has been found ot 
value in dispelling the symptoms of gastric discomfort fre- 
quently concomitant with hepatic deficiency. 


Nontoxic and non-kinetic. Has no known contraindi- 
cations. May be prescribed in obstructive conditions, 


SORPARIN 


(Ext. Sorbus aucuparia McNeil) 


INDICATIONS: eHepatitis with or without jaundice 
e@ Idiopathic hypoprothrombinemia e Post-surgi- 
cal biliary syndrome e Indeterminate dyspepsias 
e@Sorparin is also useful for mild liver dysfunc- 
tion secondary to such conditions as chronic 
cholecystitis. 

Supplied in tablets each containing 3 grains. 
Bottles of 100, 500 and 1000. 


atories, Inc. 
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Can the doctor treat 


a broken home ? 


The medical adviser is frequently called upon to solve prob- 

lems in human relationship as well as human ills. To this end 

also, modern science has contributed valuable weapons. 
Conestron oral therapy, for example, overcomes hormone 


hunger . . . restores a feeling of well-being . . . tides a woman 


through the adjustment period of the menopause with a 


minimum of distress and consequent emotional upset. 


Yonestron 


Orally Active Well Tolerated 


(equine). Two strengths—0.625 
mg. and 1.25 mg. Bottles of 100 
and 1000 tablets. 


WYETH Incorporated Wyeth Philadelphia 3, Pa. 
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MERCK VITAMIN REVIEWS 


CONCISE, 
CONVENIENT 
“SOURCE OF 
VITAMIN 
INFORMATION 


A limited number of complete sets of these informative booklets 
has been gathered in a convenient slip-cover container, designed 
for ready reference. These are available as long as the supply 
lasts. The coupon is for your convenience. 


MERCK & CO., Inc., RAHWAY, N. J. 


Please send me a complete set of Merck Vita- 
min Reviews in convenient slip-cover container. 


27 
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USEFUL PRODUCTS 
FOR BUSY PHYSICIANS 


PENICILLIN 
VAGINAL SUPPOSITORIES 


Schenley 


containing 100,000 units of penicillin each... provide a new, convenient, 


painless method of applying the drug directly at the site of infection. In re- 


sistant cases 2 suppositories per application may 
be used. Supplied in boxes of 6 and 12. 


PENICILLIN IN OIL AND WAX 
Schenley (Romansky Formula) 


in B-D* Disposable and Metal Cartridge Syringes. Cartridges contain 


300,000 units of penicillin. Also available in 10-cc. vials, each cc. contain- 


ing 300,000 units, suitable for use with the standard 
glass syringe. No refrigeration is required... easier 


to use in and out of the office. 


Sehenley LABORATORIES, INC, 


© Schenley Laboratories, Inc. EXECUTIVE OFFICES: 350 FIFTH AVENUE *« NEW YORK 1, N. Y. 


*Trade Mark Reg., Becton-Dickinson, Inc. 
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The thin, freely flowing bile secreted by the 
liver cells following administration of Decholin 
provides a physiologic basis for treatment in 


chronic congestive disease of the biliary passages. 


Flushing of the ducts is produced, and drain- 
age is facilitated via the natural passages. 
Thickened bile, purulent material and cellular 


debris are thereby mobilized and eliminated. 


REG. US PAT OFF 


(Dehydrocholic Acid) 
—1is available in 3%4 gr. tablets, in boxes 
of 25, 100, 500 and 1000; powder 25 Gm. 


ES company, Inc. 


SUCCESSORS TO RIEDEL-DE HAEN, INC. 
ELKHART, INDIANA 
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PRE-FIBROTIC LIVER 


NORMAL LIVER 
[Fatty 


In the “pre-fibrotic” fatty stage of cirrhosis, before 
extensive permanent scarring has occurred, cellular 
repair is possible. 


Being lipotropic, choline mobilizes deposited as well 
as dietary fat for proper metabolic utilization, revers- 
ing the pathologic process. 


Indicated, therefore, in conditions and situations pre- 
disposing to cirrhosis—such as alcoholism, pregnancy 
toxemias, sulfonamide administration, fevers and 
dietary deficiencies—is the truly pleasant form of 
choline: 


SYRUP CHOLINE DIHYDROGEN CITRATE 


(Flint) 


Supplied in one pint and 
gallon bottles. 


FLINT, EATON COMPANY 


Ve 
SAIN 
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failing 


Each tablet contains 
theobromine salicyl- 
ate, 6 gr., calcium 
salicylate, 1 gr., and 
gr. 


Supplied in bottles of 
50 and 250 tablets. 


SOUTHERN 


MEDICAL JOURNAL 
aid 


t+ 


a 


+ 
ae Safely increasing the strength of the 


heart action through improved 
myocardial circulation; maintaining 
active and adequate elimination of 
urine without damaging the kidney; 
conserving vital energy by slowing down the living rate and 
by encouraging rest and relaxation—all are 

fundamental needs of the failing heart. 

T CS Tablets efficiently and safely supply these needs 
through component drugs of unusual balance 

and potency. Theobromine salicylate, in T C S, is a superior 
theobromine form—stable, well-tolerated gastrically, 
well-absorbed and efficient in action. Phenobarbital, 
one-quarter grain to each tablet, contributes the 

desirable, sustained mild sedation so typically of benefit to 
the cardiac patient. The average dosage of T C S 

is one tablet, three or four times daily. 


wittrame J & CO,INC 
RICHMOND, VIRGINIA 
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The “sense of well-being" so frequently reported by patients following “Premarin” 
therapy often means the difference between an active, enjoyable middle age 
and a sedentary one. Not only prompt relief from distressing menopausal 
symptoms but also a brighter mental outlook which may be translated into a 
desire “to be doing things”...such are the results which may usually be expected 
following “Premarin” administration . . . therapy with a “plus.” 


“Premarin” provides effective estrogenic therapy through the oral route with 
comporative freedom from untoward side effects. 


“Premarin” is available as follows: 


Tablets of 1.25 bottles of 20, 100 and 1000. 
Teblets of 0.625 bottles of 100 and 1000. 


Liquid, containing 0.625 mg. in each 4 cc. (1 teaspoonful)... . .bottles of 120 cc. 


While sodium estrone sulfate is the principal estrogen in Premarin,” other equine 
estrogens... estradiol, equilin, equilenin, hippulin . . . are also present as water- 
soluble sulfates. The water solubility of conjugated estrogens (equine) assures rapid 
absorption the gastrointestinal tract. 


COUNT OM 
PHARMALY 
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AYERST, McKENNA & HARRISON Limited 


ee 
CONJUGATED ESTROGENS | Premarin: 
(equine) 


22 EAST 40th STREET, NEW YORK 16, N..¥. 
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Illustration by Herman Giesen 


AS EARLY as the fourth century B.C., Greek physi- 
cians suspected that marshy lands had some connec- 
tion with malaria. It was not until 1894, however, 
that Sir Patrick Manson, English physician, ad- 
vanced the hypothesis that malaria was transmitted 
by the mosquito. At Dr. Manson’s suggestion, Sir 
Ronald Ross not only traced the development of 
the parasite in the mosquito but infected healthy 
birds with malaria. A riddle of many centuries was 
finally solved! 


This epochal discovery indirectly led to the develop- 
ment of millions of acres of fertile bottom lands 
formerly considered unfit for healthful habita- 
tion. It then became a problem for the engineer to 
develop techniques of drainage and reclamation. 
Removal of major breeding places for the mos- 
quito, although important, is not the whole solution 
to the problem. Effective drugs are still needed. Re- 
search on new and more efficient antimalarial agents 
continues in the Lilly Research Laboratories. 


lj 
LA 
' 


LONG EXPERIENCE in the manufacture, control, and standard- 
ization of pharmaceutical and biological products enables 
Eli Lilly and Company to produce penicillin of quality un- 
surpassed. Penicillin, Lilly, is pure, safe, dependable. Avail- 
able through retail pharmacies everywhere. 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U. &. A. 
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Exceptionally palatable and 
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How you 
7 can obtain desired It has been established that Eska- 

diazine—an aqueous suspension 

q serum levels of Micraform sulfadiazine for oral 

q use—is absorbed 3 to 5 times more 

foes quickly than sulfadiazine in tablet 

q of sulfadiazine form. This more rapid action is 
ita obviously highly desirable. 
pant: 


pleasing in consistency, Eskadia- 
zine is willingly accepted by all 
types of patients—especially the 
young and the very young. Won’t 
you prescribe Eskadiazine in your 
next suitable case? 


Eskadiazine 


the 
outstandingly 
palatable 
fluid 
sulfadiazine 
for 


oral use 


Smith, Kline & French Laboratories, Philadelphia 


F 
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THIS SEAL... 


q COUNCILON p 


is the newly designed Seal of 


= PHARMACY Acceptance of the Council on 
2 Pharmacy and Chemistry of the 
G 


TESTOSTERONE PROPIONATE “RARE CHEMICALS” 
is an androgenic: preparation which meets the 
requirements of the Council, and is the only brand 
which bears this Seal of Acceptance. When 
parenteral androgenic therapy is indicated, specify: 
TESTOSTEROWE PROPIONATE ‘RARE CHEMICALS”. 

Obtainable from your ustial source of supply in 
1 cc. ampules, 5 mig., 10mg. and 25 mg.; in boxes 
of 3, 6, and 50; also in f. vials, 25 mg. per 
ce. and 6 cc. vials, 50 vi 


“TESTOSTERONE PROP JIONATE RARE CHEMICALS” 
RARE CHEMICALS, INC., HARRISON, J. West Coast Distributors: COMPANY, Richmend, California 


Bow 
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A NUTRIENT TONIC 
formulated 70 


Contains elements essential to rapid rebuilding of 
the convalescent, in a delightful wine-flavored 
base. Provides a desirable multiple stimulation 
to recovery, in convalescence, anemia, and other 
debilitated states, by supplying: 


@ B COMPLEX — high potencies of the estab- 
lished B vitamins, plus the whole B complex from 
liver, rice bran and hydrolyzed yeast; 


© IRON—to counteract the accompanying hypo- 
chromic anemia; 


The delightful winey favor © AMINO ACIDS—15% enzymatic yeast hy- 

drolysate containing supplemental amounts of 
the 10 essential amino acids, plus other amino 
acids and polypeptides . . . for readily available 
extra nitrogen and stimulation of vitamin assimi- 
lation and hemoglobin formation. 1.2 


of Amino-Concemin is an 
extraordinary taste accom- 
plishment in a product con- 
taining amino acids, liver 
and iron. Most patients find 
it particularly pleasant 
mixed with milk, fruit 


FORMULA Each 45 ce. (average dail pei contains: 
ah Protein hydrolysate (45% amino ae. . 6.75 Gm. 
Thiamine hydrochloride................. 3.0 


mg. 

State J. Med. 45:2079-2080 (1945). Liver, B complex fraction............... 0.5 Gm. 

Kimo} Digest Dis 13:110-122 (1940), DOSAGE — 15 cc. (approximately 1 tablespoonful) 


three times daily, preferably with or before meals. 
Children proportionately less. Larger amounts in 
pronounced deficiency states. 


Trademark “ Amino-Concemin” 


THE WM.S. MERRELL COM PANY+ CINCINNATI, U.S.A. 


Vol. 40 No. 8 eee j 

AMINE 
B COMPLEM 
| 


36 SOUTHERN MEDICAL JOURNAL August 1947 


BRISTOL Penicillin in Oil and Wax is now 


LIQUID 


. . . for easier administration 


Now you can inject Bristol’s Crystalline Sodium 
Penicillin G in Oil and Wax (Romansky For- 
mula) with far greater ease than in the past. 
Due entirely to changes in the manufacturing 
process and without any alteration in formula, 
the viscosity of the product at room temper- 
ature has been brought to a point which 


Supplied in one cc. car- — aryyroximates that of U.S.P. glycerin. This is 
tridges of 300,000 units, 


with or without special 
syringe equipment, and in 
10 cc. rubber-stoppered : 

vials. Needs no repigern. >PeCUY Bristol and obtain the benefits of 


tion in storage or warm- 


Ping LIQUID Romansky Formula. 


B 
risto LABORATORIES INC., SYRACUSE, NEW YORK 


a significant development in penicillin therapy. 


igs 
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Cytora ‘Roche-Organon’ is “a hematinic plus’ — 
a complete medication specially formulated for 
the prevention and treatment of hypochromic 
anemia. Each Cytora tablet contains a well- 
balanced combination of iron, folic acid, liver, 
vitamin C and five B-complex factors; thus Cytora 
provides in a single tablet important factors util- 

for the Modern ized in erythropoiesis plus other dietary essen- 
T tials so frequently needed by patients with hypo- 
2 chromic anemia and by patients during pregnancy 
Hyp es hromic and postoperative convalescence. Cytora is avail- 
able in bottles of 100, 250, and 1000 tablets. For 
a professional trial supply of Cytora, write to 
Department C-8. ROCHE-ORGANON INC, 
Roche Park, Nutley 10, N. J. 


CYTORA 


T.M.—Cytora—Reg. U.S. Pat. Off. ‘ROCHE-ORGANON’ 


“A HEMATINIG PLUS” rx 
FOLIC ACID 
| 
| 
| 
| 
| 
| 
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the newest in 


the control 
of bleeding 


Upjohn 


KALAMAIOO MICHIGAN 


“Trademark 


The development of Gelfoam* by the Upjohn research lab- 
oratories marks a new advance in hemostasis. Gelfoam is a 
readily absorbable, easily cut and molded gelatin sponge 
which may be used with or without thrombin and may be 
left in situ without fear of tissue reactions. Gelfoam makes 
readily available biochemical hemostasis to simplify the 
clearing of oozing surfaces, the control of capillary bleeding, 
the arrest of trickling from small veins, and the staunching 
of annoying hemorrhage from resected tissues. It has a wide 
variety of indications in surgery and general practice. Gel- 
foam is a unique addition to the surgical armamentarium 
for the control of bleeding. 


FINE PHARMACECTICALS SINCE 1506 Gelfoam 


is made in sponges 20 x 60 x 7 mm. in size. Four sponges are packed in each jor. 
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to revive 
normal interest 
and activity 


Dexedrine is of unequalled value 
for the depressed patient. 

Not only does Dexedrine 
produce striking improvement 
in mood and outlook—but, 
because of the unique 


“smoothness” of its action, 
it spares the patient the 
disturbing consciousness of 
“drug stimulation.” 

Smith, Kline & French 
Laboratories, Philadelphia 


Dexedrine 
Sulfate 


| the central nervous stimulant of choice (dextro-amph 


sulfate, S. K. F.) 
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ARTHRITIC 
CASE 
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Have you fully investigated the 
literature on Ertron-Steroid Therapy 
in Arthritis? Reprints of important 
articles and clinical reports are 
available, affording a valuable 
contribution to your files. 


ERTRON 


* 


arty Dyer 


a 
Vol. 40 No. 8 41 
Steroid Complex, Whittier 
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CONCENTRATED 
OLEO VITAMIN 


A-D DROPS 


facture is its uncompromising 
emphasis on quality. Rigid con- ot 
trols at every stage of produc- — 
tion, from raw materials to the i A 

finished products, insure their 
dependability. Physicians know 
that Walker vitamin products can 


now 


NIACINAMIDE 


50 MG. 


VITAMIN PRODUCTS, INC. 

MOUNT VERNON, NEW YORK aon 
ton of physician. 
NIACIN 


MICOTINIC ACID 


TAMIN PRODUCTS IN: 


NIACIN 


WALKER'S 
SOLUTION 


HYDROCHLORIDE THIAMINE 
HYDROCHLORIDE 


50 MG. 


WALEER VITAMIN PROD) 

To be used only 
Dy. OF On prescrip 
thon of physician 


CMD 612 Tre 4008 
AS OF Prev 


Fer he of 


WALKER VITAMIN PRODUCTS INC 


CROPS may Of ADDED TO 
O8 FOOD 


WALKER 
VITAMIN PRODUCTS » & 


New Tork 


ASCORBIC 
ga 
100 MG. 
HEXAVITAMIN 
(U.S.P.) 
—— 
== conripence 
~ wa ASCORBIC 
WTAMIN P ACID 
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50 MG. 
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of “Council Accepted“ 


combined antigens 


Convenience is achieved and time saved through the use of 
National's “D-T-P” (Diphtheria-Tetanus-Pertussis Combined). 
These combined antigens are prepared from carefully 
standardized toxoids and bacterial vaccines which provide a 
maximum of activity in a minimum-dose volume. Alum 
precipitation, used in all combinations, produces more 
effective action in stimulating immunity response. 


Diphtheria-Tetanus-Pertussis Combined is recommended 
for infants and pre-school children. Treatment 
consists of three subcutaneous injections at intervals 
of from three to four weeks. 


DIPHTHERIA - TETANUS - PERTUSSIS 
COMBINED. ALUM PRECIPITATED 


“D-T-P” is available in multiple-dose vials. 


ty THE NATIONAL DRUG CO. - Philadelphia 44, Pa. 
PHARMACEUTICALS, BIOLOGICALS, BIOCHEMICALS FOR THE MEDICAL PROFESSION 
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CA available 


in 2 forms—for 


ACTION 


ARLCAPS, long a prescription favorite for securing rapid 
symptomatic relief of hay fever and asthma, is now presented 
in two forms: 


ARLCAPS _ ARLCAPS 


BRAND OF. PHENEPHATRATE 


Combined for “Jandem fection 


Night-long benefit may be secured by simultaneous ingestion 
of 1 capsule and 1 enteric-coated tablet —the effects of the 
enteric-coated tablet becoming manifest during the night, 
thus extending the relief afforded by the capsule. 


Both types supplied: 3-grain size~in bottles of 35 and 500; 
5-grain size—in bottles of 25 and 500. 


*The word ARLCAPS is a registered trademark of The Arlington Chemical — 
Company. 


AbEBPO THE ARLINGTON CHEMICAL COMPANY + YONKERS 1, NEW YORK 


= 
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VITAMIN FOOD COMPANY 


iil DRIED BREWERS YEAST ij 
the most potent, natural source for 
Thiamin, Riboflavin, Nicotinic Acid 


As shown in the Elvehjem table, Handbook of Nutrition, 
A.M.A., and uniformly confirmed elsewhere, Dried Brewers 3 
Yeast is a high natural source of thiamin, riboflavin, and 
nicotinic acid. 


And equally potent it supplies the other brewers yeast com- 
plex factors which must be had to round out the full Vitamin 
B needs both in medicine and nutrition. This is the reason 
Dried Brewers Yeast in animal tests, medical research and 
practice, and nutrition is as yet the world’s standard for the 
full Vitamin B Complex. 


In the Elvehjem table covering twenty-seven cereal, meat, 
a fruit and vegetable foods, milligrams per hundred grams, 
there are: 


Ribo- Nicotin- Pantothen- Pyri- 
Thiamine flavin ic Acid ic Acid doxine 
Yeast (brewers dry)... 12.000 4.00 40.00 20.000 5.50 


Bread, white (fortified)  .280 14 1.50 30 
.250 40 05 2.700 

.25 6.50 1.100 40 
.045 .20 07 300 20 
Cabbage .............. -060 .05 29 225 29 
.050 10 1.50 210 19 
Tomatoes .05 58 
_ -070 03 .22 
Whole wheat... 32 5.90 1.300 46 


The Vitamin Food Company’s Red Label, Debittered, Green 
Label, Undebittered Dried Brewers Yeasts are somewhat higher 
in assay, and more than comply with the standard for Dried 
Yeast—Brewers, including the bacteria count—in the 13th Re- 
vision of the U.S.P. 


Samples to physicians and hospitals 
VITAMIN FOOD COMPANY, INC. 


Vitamin Research Laboratories, Inc. 
187 Sylvan Avenue Newark 4, N. J. 


| j 
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covering reddish, rounded 
plaques — persistent lesions 
that stubbornly resist most 
medications — characterize 


SAS-PAR 


non-toxic oral thera 


helping to clear, as well as lim- 
iting this chronic inflammatory — 
r control of the more refractory psor- 
iatle may be achieved by combined oral and 


Recommended course of One SAS-PAR 
‘twice daily, generally progressively inereased to — 
. tablets daily and continued over a three month— 
ULTROINE Ointment: applied loeally twi 
daily after removing seales by soaking in water or 
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Here’s One Case History — 
Complete Data on Request 


One of the discouraging aspects of Tick Fever 

in the past has been the lack of specific thera- 

po agents to combat this disease, once it 
d manifested itself in the human body. 


Recently, however, the actual treatment of a 
case of Rocky Mountain Spotted Fever (Tick 
Fever) with PABA* was -presented as a first 
clinical report to the ay omy of the American 
Medical Association by Drs. Rose, Duane and 
Fischel. A portion of the case history follows: 


R. B., a white American woman aged 46 was 
admitted to the Presbyterian Hospital cn the 
Sth of August, 1945, with a ~—— of 
Rocky Mountain Spotted Fever. Thirty-six 
hours after admission ——— started with 
para-aminobenzoic acid, (PABA*), 4 gm. 


INTERNATIONAL VITAMIN 


Division 
American Home Products Corporation 
22 E. 40th Street, New York 16, New York 
Chicago Los Angeles 


World’s Largest Manufacturer of 
Vitamin Products usively 


pron: | and then 2 gm. in 25 cc. of chilled 
5% sodium bicarbonate every 2 hours, and the 
following day 25 gm. total was given. Follow- 
ing the first 24 hours of therapy with para- 
aminobenzoic acid (PABA*) clinical improve- 
ment was evident and continuous, with a 
rapid decline of fever and alleviation of head- 
ache, drowsiness and irritability. Her rash 
quickly subsided and was almost gone at the 
end of the first week. 


On the whole the drug was well tolerated and 
produced no toxic effects other than perhaps a 
moderate depression of leukocytes noted dur- 
ing convalescence. 

Ten days after entering the hospital the pa- 
tient was entirely asymptomatic, and her sub- 
sequent course was uneventful. She was 
discharged three weeks after admission. 


*PABA :IVC’s brand name for hi purified, medicinal 
acid. 


CORPORATION 


MAIL COUPON FOR FULL DETAILS 
International Vitamin Corporation 
Dept. S-8, 22 E. 40th Street 
New York 16, N. Y. 


Please send me, without obligation, your 
detailed bulletin on the use of PABA in the 
treatment of Tick and Typhus Fevers. 
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for more effective 
Oral vitamin B COMPLEX THERAPY 


LIPO-HEPLEX 


(U. S. VITAMIN 


combined wi 80% ALCOHOL - 
ined with INSOLUBLE 
IMPORTANT CRYSTALLINE B VITAMINS : 


Current laboratory and clinical investigations show that a combination of the 
aqueous and lipoid fractions of liver, providing more complete nutritional 
therapy, is clinically superior to aqueous extracts alone . . . since certain 
essential nutritional factors are removed in the preparation of the usual 
oqueous liver extracts. 


U. S. VITAMIN CORPORATION « NEW YORK 17, N. Y. 
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ONE OF AMERICA’S FINE INSTITUTIONS...... 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
. . . In a Setting of Inviting Friendliness and Simple Grace. 


Newdigate M. Owensby, BROOK HAVEN MANOR SANITARIUM 
in-Chief, Atlanta Office, 384 Peachtree St. STONE MOUNTAIN, GEORGIA 

James A. Wallace, M.D. S. N. Brinson, M.D. Chas. W. Miller, Jr., MD. Walter R. Wallace 
Medical Director Medical Director Psychiatrist Business Manager 


THE WALLACE SANITARIUM 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases 
Drug Addiction and Alcoholism. 
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ALLEN’S 
INVALID HOME 


Established 1890 
MILLEDGEVILLE, GEORGIA 


For the treatment of 


Nervous and Mental 
Diseases 


Grounds 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 
Site High and Healthful 
E. W. ALLEN, M. D. 
Department for Men 


H. D. ALLEN, M. D. 
Department for Women 


Terms Reasonable 


St. Elizabeth’s Hospital 


Richmond 20, Virginia 
STAFF 
Guy w. Horsley, M.D., General Surgery and Gyne- 


cology 

-: Smith, M.D., Plastic and General Surgery 
D. Coleman Booker, M.D., General Surgery and 

ecology 

Austin I. Vig M.D., Urology 

Charles M. Nelson, M.D., Urology 

Douglas G. Chapman, MD., Internal Medicine 

Elmer S. Robertson, M.D., Internal Medicine 

M. M.D., 


oO. Snead, M.D., 
a B: Frischkorn, Jr., M.D., Roentgenology 
Randal A. Boyer, M.D., Roentgenol 
Howell F. Shannon, DDS. Dental Surgery 
Helen Lorraine, Medical Illustration 


Visiting Staff 


Baker, Jr., M.D., Internal Medicine 
W. K. Dix, M.D., Internal | Medicine 

Marshall P. Gordon, Jr., ey 

William H. Higgins, ledicine 

Harry J. Warthen, Jr., M.D., Surgery 


Administration 
N. E. PATE, Business Manager 


The operating rooms and all of the front bedrooms 
are completely air-c 


School of Nursing 
The School of Nursing is affiliated with The Johns 
Hopkins Hospital School of Nursing for a three- 
months’ course each in Pediatrics and Obstetrics. 


Address: Director of Nursing Education 


General Medicine 


James H. Smith, M.D. 
Hunter H. McGuire, M.D. 
Margaret Nolting, M.D. 
John P. Lynch, M.D. 

W. T. Thompson, M.D. 


Orthopedic Surgery 
Tames T. Tucker, M.D. 
Beverley B. Clary, M.D. 


Austin I. Dodson, M.D. 
Chas. M. Nelson, M.D. 


General Surgery 
Stuart McGuire, M.D. 
W. Lowndes Peple, M.D. 
Webster P. Barnes, M.D. 
John H. Reed, Jr., M.D. 
John Robert Massie, Jr..M.D. Ophthalmology 


Wm. Tate Graham, M.D. Otolaryngology 
Thos. E. Hughes, M.D. 


Urology Dental Surgery 


Guy R. Harrison, D.D.S. 


McGulIRE CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 


Obstetrics 
H. C. Spalding, M.D. 
W. Hughes Evans, M.D. 
James M. Whitfield, M.D. 
William T. Moore, M.D. 


Francis H. Lee, M.D. 


Bronchosco 
George "Welchons, M.D. 


Roentgenology 
J. Lloyd Tabb, M.D. 


John Bell Williams, D.D.S. Pathology 
J. H. Scherer, M.D. 
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Saint Albans Sanatorium 
RADFORD, VIRGINIA 


A modern, ethical institution, fully equipped for the diagnosis, care and treatment of 
nervous and mental diseases and selected addiction cases. 2,000 feet elevation. Rates 
reasonable. Occupational and Hydrotherapy Departments. 


J. P. King, M.D. J. K. Morrow, M.D. D. D. Chiles, M.D. J. M. Dixon, M.D. 


THE CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, Route 6, Box 288 


the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh-Le” p oA Road, five miles east of the city limits. Accessible to eae 70 (the Bristol Ky 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment 
electro-shock, physical and fe, Special emphasis is laid upon occup 1 and 
the supervision of a An adeq nursing p gives individual ion to each patient. 


CARROL C. TURNER, M.D., FACP. LEONARD D. WRIGHT, M.D. WILLIAM R. ATKINSON, Ph.D. 
Neuropsychiatrist Neuropsychiatrist Psychologist 
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Cosra VENOM SOLUTION, H. W. & D., is used for relief of intractable pain 
associated with malignant disease, certain forms of arthritis, herpes zoster, 
Parkinson’s disease and other neurologic disorders. 


The advantages of CopRA VENOM SOLUTION are that it does not produce the 
objectionable side reactions of morphine, is not habit-forming, permits reduc- 
ing dosage of morphine, the margin of safety is wider, patients do not experi- 
ence loss of acuity, dosage is reduced after relief is established. 

Cosra VENOM SOLUTION, H. W. & D., is a standardized, purified, sterile 
preparation for intramuscular injection. Supplied in boxes of ten 1 cc. size 
ampules. Complete literature on request. 
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HYNSON, WESTCOTT & DUNNING, INC. \\ 


BALTIMORE 1, MARYLAND 
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AN ATTEMPT TO FORESTALL ACUTE 
CORONARY THROMBOSIS* 


PRELIMINARY NOTE ON THE CONTINUOUS USE 
OF DICUMAROL 


By E. NIcHot, M.D. 
and 
Davw W. Fassett, M.D. 
Miami, Florida 


Since June 1943, one of us (E.S.N.) has 
treated all private patients with acute coronary 
thrombosis with dicumarol, obtaining very sat- 
isfactory results.' To date 64 patients have 
been treated in 70 attacks, with 11 deaths, or 
15.7 per cent mortality, but in 40 first attacks 
only 1 death occurred, or 2.5 per cent mortality. 
The data concerning most of this group was 
recently summarized.” 


Now we wish to present our experience with 
5 patients who were given dicumarol for periods 
of 6 to 32 months for the purpose of preventing 
recurrent attacks of acute coronary thrombosis 
and myocardial infarction. The difficulty of 
drawing conclusions regarding the use of any 
prophylactic measure in coronary thrombosis is 
obvious as it is well known that some patients 
after experiencing two or more attacks close 
together may go a number of years without 
attacks although a long interruption of sequential 
attacks is unusual. If there were any reliable 
method of predicting acute coronary occlusion 
there would be no point in the continuous 
prophylactic use of dicumarol. Premonitory 
symptoms of the acute episode are not fre- 
quently detected, although Kahn,’ Feil,*+ Samp- 
son and Eliaser,5 and Plotz,® have pointed out 
the prodromal signs of impending acute oc- 


_ “Read in General Clinical Session, Miami Day, Southern Med- 
ical Association, Fortieth Annual Meeting, Miami, Florida, 
November 4-7, 1946 


clusion. We confess that in spite of these pre- 
cepts in the art of predicting acute coronary epi- 
sodes, our “batting average” has been rather 
low! Shapiro’ believes that by comparison of 
dilute and whole plasma prothrombin times, it 
is possible to select cases with a reactive hyper- 
prothrombinemia which may develop thrombo- 
phlebitis or pulmonary embolism, but he says 
this phenomenon does not occur in coronary 
thrombosis; in fact, he found the opposite state, 
prothrombinopenia in this condition. Our de- 
cision to use dicumarol continuously developed 
in February, 1944, because a patient, J. R. T., 
was seized with his third attack of coronary 
thrombosis within 13 months. As the frequent 
recurrences in this patient made any attempt 
at prevention seem worthwhile, instead of stop- 
ping dicumarol after his recovery, it was con- 
tinued,.in the hope that a fourth seizure could 
be avoided. Solandt and Best* have shown ex- 
perimentally that heparin will prevent coronary 
thrombosis, and Dale and Jaques? have shown 
that dicumarol will prevent intravascular throm- 
bosis, in animals. 


CASE REPORTS 


Case 1—J. R. T., a 52-year-old business man, was 
first seen in January, 1943, complaining of a gradual 
onset of severe substernal pain radiating to the 
shoulders and neck. He gave a past history of having 
had hypotension and duodenal ulcer. In the course of 
a few days changes in the electrocardiogram indicated 
that a posterior wall infarction had taken place. With 
the usual treatment of bed rest, opiates, and amino- 
phyllin parenterally, he gradually improved. Later he 
underwent a herniorrhaphy without complications. 


In June of 1943 he had a second attack with pain 
located substernally, due to extensive anterior myocardial 
infarction, and he was critically ill with considerable 
shock. In addition to routine treatment, dicumarol was 
given, the prothrombin time of whole plasma being 
kept near 35 seconds. He made a gradual recovery, 
spending three months mainly at rest. Bursitis in both 
shoulders developed and changes in the hands resembling 
sclerodactylia so often seen after coronary thrombosis 
became very troublesome. Peptic ulcer symptoms ap- 
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peared in January, 1944, but were allayed with medical 
management. 

In February of 1944, after he had resumed some 
business activities, he had a third coronary occlusion 
but electrocardiographic localization was not clear-cut 
owing to the previous changes, and he appeared seriously 
ill. Dicumarol was again used, and when the acute phase 
had subsided it was decided to continue this drug in- 
definitely as a preventive measure to see if additional 
episodes could be warded off, for it appeared unlikely 
he could survive another acute attack. In August, 1944, 
he stopped dicumarol, but so much cardiac pain de- 
veloped he had to give up going to his office, so dicum- 
arol was resumed a month later, and has been used 
ever since. Only occasionally has mild cardiac pain 
appeared. In December, 1945, he had renal colic. The 
hematuria, due to passing a renal calculus, was prob- 
ably increased by the hypoprothrombinemia as the 
whole plasma prothrombin time was 36 seconds, but 
there was no profuse bleeding. He has taken an average 
of 100 mgs. daily of dicumarol for the most part, and 
during this period the prothrombin time of whole plasma 
has varied from 14 to 50 seconds, usually being about 
30 seconds. No evidence has developed of any toxic 
effect on the bone marrow, liver, or kidneys. Recent 
laboratory studies showed normal urinalysis, hemogram, 
nonprotein nitrogen, blood proteins, and cephalin- 
cholesterol flocculation test. 


In summary, this patient had three attacks of 
coronary occlusion and myocardial infarction 
within 13 months, and has taken dicumarol con- 
tinuously for 33 months (with the exception 
of one month) without evidence of chronic 
toxicity from the drug, and has had no further 
attacks of coronary occlusion, and has indeed 
felt well most of the time, with full business 
activity. 


Case 2.—J. P., a merchant, was first seen in 1935, at 
age 42, with asymptomatic mild hypertension. Degen- 
erative vascular disease prevailed in his family. Two 
years later early left ventricle enlargement was de- 
tected, followed in two years by nagging precordial 
aching. In April, 1942, burning cardiac pain appeared 
associated with electrocardiographic evidence of chronic 
posterior wall infarction, so presumably a gradual cor- 
onary occlusion had taken place. 


On June 24, 1943, severe cardiac pain and typical 
electrocardiographic changes were the basis for diagnosis 
of acute anterior myocardial infarction. Localized 
pericarditis ensued. In addition to other measures he 
was given dicumarol for six weeks. He gradually im- 
proved, but was unable to resume business, and on 
September 5, 1943, another acute anterior wall in- 
farction developed, with moderate shock and A-V nodal 
tachycardia. Dicumarol was again used for 3 weeks. His 
condition following this third attack did not permit 
him more than slight activity about his home because 
of cardiac pain on getting up, in part due to postural 
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hypotension. A superimposed cardio-neurosis muddied 
the waters somewhat in evaluating his pain, but the 
accompanying grayish pallor and sweating attested to 
the presence of coronary insufficiency. Changes in the 
hands resembling sclerodactylia appeared. For nearly a 
year we dallied with the idea of using dicumarol con- 
tinuously because we feared he would not survive an- 
other attack, but it was not started until October 1, 
1944, and from then until his death 21 months later 
he took 450-600 mgs. of dicumarol weekly. Coincident 
with the use of dicumarol his anginal pain lessened, 
and he was able to get out fairly freely and resumed 
some business activities. The prothrombin time of whole 
plasma was kept between 25 and 36 seconds on the 
average. On one occasion ecchymosis of a large toe 
appeared, and on another occasion menadione-bisulfite 
was given intravenously because the whole plasma pro- 
thrombin time reached 57 seconds. Fluoroscopic ex- 
amination on March 29, 1946, showed paradoxical pulsa- 
tions at the apex of the left ventricle, and moderate 
hypertrophy of the left venticle. Blood pressure was 
170/120. Serial electrocardiograms are shown in Fig. 1. 
Two weeks prior to his fourth and fatal attack, his 
prothrombin time was 25 seconds, but he probably grew 
careless in his dicumarol dosage as his whole plasma 
prothrombin time was only 23 seconds, an ineffective 
level, 1 hour before death (36 hours after onset of his 
attack) and in the interim he had received 400 mg. 
dicumarol. His fatal attack was ushered in with severe 
chest pain and shock, irregular ventricular rate of 60, 
waxing and waning of the cardiac sounds. The electro- 
cardiogram indicated a posterior wall infarction had 
taken place. He died suddenly on July 1, 1946, probably 
of ventricular fibrillation. 


Because of the long duration of treatment with 
dicumarol, the postmortem findings are of interest in 
evaluating the chronic toxicity of dicumarol. Gross ex- 
amination showed that the pleural cavities were both 
dry, and no pulmonary edema was present. The heart 
showed a thin walled aneurysm of the left ventricle 
at the apex, bulging anteriorly, with heavy pericardial 
adhesions overlying it, and extensive fibrosis of the 
anterior wall of the left ventricle. The posterior wall 
showed a recent infarct. The left anterior descending 
coronary artery showed a definite complete obstruction 
about 3 cm. from the orifice. The right coronary artery 
did not show complete obstruction. No mural thrombi 
were found. There was no evidence of hemorrhagic 
phenomena, and postmortem clots were present. The 
liver, kidneys, and spleen showed slight passive con- 
gestion. There were no thrombi in the pelvic or leg 
veins. 


Microscopic Findings—No evidence of subintimal 
hemorrhage (Fig. 2) was found in the coronary vessels. 
The anterior descending coronary artery showed old 
recanalized thrombosis; advanced sclerosis of the smaller 
branches was seen and the myocardium showed wide- 
spread fibrosis. Sections through the aneurysm showed 
no muscle fibers, only hyalinized connective tissue. In 
the liver (Fig. 3) no evidence was seen of hemorrhage 
nor was there any generalized necrosis or degeneration 
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Fig. 1 
Serial changes in the electrocardiograms of Case 2. 


of the parenchyma. There was some slight chronic 
inflammatory reaction in the periportal areas and a 
moderate degree of fatty infiltration but nothing was 
found suggesting a toxic drug effect. Mild acute 
congestive changes were present. In the kidneys (Fig. 4) 
there was no evidence of a generalized toxic effect, only 
a moderate degree of hydropic swelling of the tubules. 
There was considerable vascular congestion in certain 
areas and a few red blood cells were seen 
extravascularly in the interstitial tissue. How- 
ever, there were no hemorrhages in the 
glomeruli and no red cells were seen within 
the tubules. In the intestines a superficial 
enteritis was evident. Acute congestion of 
the spleen was present. In the pancreas, 
rather marked chronic fibrosis was seen. 


In summary, this patient had 3 
attacks of coronary occlusion within 
17 months, was incapacitated with 
signs of coronary insufficiency for a 
year. He then took dicumarol for 21 
months with marked improvement in 
his general state, but died in a fourth 
acute episode preceding which he had 
reduced his dicumarol to an ineffective 
dose. Autopsy showed no ill effect 
attributable to prolonged use of 
dicumarol. 

Case 3—W. A. S., a 49-year-old pullman 


dining car supervisor, had been well except 
for hypertension until he was awakened 


on October 10, 1945, with severe substernal pain. 
Electrocardiographic changes indicated that a coronary 
occlusion had occurred and he was put to bed for a 
month. He suffered little discomfort during his con- 
valescence. He was first seen by us in December 
at which time his blood pressure was 186/120, pulse 
110. The left ventricle was slightly enlarged but 
there were no signs of cardiac failure. The electro- 


Fig. 2 


Small coronary artery, Case 2, taken from area adjacent to fresh infarction. 
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cardiogram showed evidence of an old anterior wall in- 
farct. He rested at home with some amelioration of 
the hypertension but the heart rate stayed near 100. 
He was eventually allowed to work a few hours a day 
and did well until March 26, 1946, when an attack of 
chest pain occurred, accompanied by vomiting, mild 
shock, and abdominal distention, and the diagnosis of 
acute myocardial infarction was confirmed by the 
electrocardiogram. He was given, in addition to the 
usual measures, dicumarol, which has been continued 
because his second attack followed only five months 
after his initial episode. The prothrombin time of whole 
plasma has averaged between 25 and 30 seconds on a 
dose of about 75 mgs. per day. No bleeding phenomena 
have been noticed. The blood pressure levels range from 
210/110 to 140/108; the heart rate is usually 90. He 
has taken dicumarol for more than 7 months with 
good results. He also takes theocalcin, vitamins, and 
phenobarbital, but in the same amounts previously 
used. He has been stronger and more free of anginal 
pain than during the interval between his two attacks, 
and has resumed work in modified form. 


Case 4.—F. B., a 63-year-old white man, was admitted 
to Jackson Memorial Hospital on April 11, 1946, be- 
cause of severe precordial pain and nausea and was 
seen by us through the courtesy of Dr. A. J. Logie. He 
said he experienced an attack of coronary occlusion 
about ten years previously and since then had been 
subject to frequent attacks of angina and indigestion, 
worse in recent weeks. An electrocardiogram showed 
evidence of recent posterior wall infarction engrafted 
on old changes, and intraventricular block. The sedi- 
mentation rate (Cutler) was 24 mm.; temperature 101.0° 
F. In addition to other measures, dicumarol was given, 
rather cautiously at first, because his nonprotein nitrogen 


Fig. 3 
Section of liver from Case 2. 
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was 58 mg., but as treatment continued subsequent 
nonprotein nitrogen determinations were normal. Be- 
cause of his frequent angina and seriously damaged 
myocardium we decided to continue dicumarol in- 
definitely. On a dosage averaging 75 mg.-of dicumarol 
per day, he has shown whole plasma prothrombin times 
usually of from 26 to 30 seconds. Two months after 
starting dicumarol he developed a subconjunctival hem- 
orrhage and although his prothrombin time of whole 
plasma was only 23 seconds at the time, dicumarol was 
discontinued until the prothrombin time had fallen to 
17 seconds. He resumed dicumarol with no further 
evidence of bleeding and has remained fairly free from 
symptoms of angina up to the present time, nearly 7 
months since the second attack. 


Case 5—W. T. M., a 54-year-old bookkeeper, when 
first seen in November, 1945, gave a history of mild 
hypertension and left hemiplegia in 1939, and coronary 
thrombosis in 1942. Four months prior to his first 
visit he had suffered chest pain of sufficient degree to 
need bed rest for three weeks and review of the electro- 
cardiograms taken before and after this attack indicated 
that a second myocardial infarction had occurred. 
Examination showed residual hemiparesis, moderate left 
ventricle hypertrophy, hypertension grade III, and ab- 
sence of congestive failure. 

On May 1, 1946, he again had severe substernal pain 
of considerable duration, and while the electrocardio- 
graphic changes were equivocal he did show leuko- 
cytosis, slight fever, and fall in blood pressure, indicat- 
ing that a third myocardial infarction had occurred. In 
addition to other treatment, dicumarol was begun and 
has been continued up to the present in doses of about 
100 mg. per day. He recovered from the acute episode 
after 4 weeks of rest in bed. His prothrombin times 
for some time were too low for adequate 
protection against thrombosis, averaging be- 
tween 19 to 22 seconds. Three months after 
starting dicumarol he became more sensitive 
to it and his whole plasma prothrombin time 
rose to over 50 seconds with only slight in- 
crease in daily dosage. However, he had no 
hemorrhagic signs, and in the past 2 months 
his whole plasma prothrombin time has 
averaged 30 seconds on an average weekly 
dosage of 875 mg. dicumarol. He has had no 
further attacks of cardiac pain since starting 
dicumarol and claims to feel stronger than he 
did before his third attack, and there has 
been no other change in his medication 
(theocalcin, phenobarbital, and vitamins) to 
account for his improvement. 


In summary, 3 additional patients 
with multiple attacks of acute myo- 
cardial infarction have taken dicumarol 
continuously for the past 6 to 7 months 
with definite clinical improvement, and 
without further attacks. 


DISCUSSION 


Because hemorrhage in the intima of the 
coronary arteries has been frequently described 
as a factor in the pathogenesis of acute coronary 
thrombosis, the natural assumption was that the 
use of dicumarol would be likely to induce this 
hemorrhage, thus precipitating coronary throm- 
bosis. The highly satisfactory treatment of 
nearly 200 reported cases’ !°!! of acute coronary 
thrombosis with dicumarol without evidence of 
increased intimal hemorrhage in any case, allays 
the fear of such an eventuality, and casts doubt 
on the validity of the evidence that intimal hem- 
orrhage plays a significant part in the patho- 
genesis of acute coronary thrombosis. In this 
connection English and Willius?* showed intimal 
hemorrhage was. never the primary factor but 
was always closely associated with atheromatous 
lesions in coronary thrombosis. 


In April, 1946, after our clinical experiment 
had been in progress about 2 years, Peters et 
alii!© said they were using dicumarol in some 
patients in similar fashion. Recently Cotlove 
and Zorzimer!? said: 

“Dicumarol is probably of no value in preventing or 
minimizing coronary thrombosis,” 

a surmise at variance with our experience. 


There is an individual variability as to the 
amount of. dicumarol required to in- 
hibit intravascular clotting, but the 
usual dosage necessary is about 600 
mg. per week. An individual may 
alter his sensitivity to dicumarol, but 
ordinarily once the required dose is 
well established after a few weeks ob- 
servation, there is little variation in 
it. Prothrombin time determinations 
should be made daily the first few 
weeks and gradually at longer inter- 
vals, but determinations are made at 
weekly intervals for several months, 
and then the interval is gradually 
lengthened to 2 weeks only after 6 
months of treatment. The intravenous 
use of vitamin K (62 mg. menadione- 
bisulfite) with a similar dose given 
orally, will usually shorten a too 
greatly prolonged prothrombin time 
within a few hours, and may be re- 
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peated if needed, but it is seldom necessary to 
use vitamin K and almost never necessary to 
use a transfusion, if careful laboratory control 
is followed throughout. 

The Quick!’ method of prothrombin de- 
termination in whole plasma was used. For 
practical purposes it may not be necessary to 
make diluted (12.5 per cent) plasma pro- 
thrombin determinations, as advocated by 
Shapiro et alii'* and by Peters, Guyther and 
Brambel.!° Recently diluted plasma .tests have 
also been performed routinely by us, and we 
agree that in some instances this added study 
may keep the clinician, or rather his patient, 
from getting into ‘“‘trouble” with dicumarol over- 
dosage. The modifications of the Quick method 


* described by Campbell e¢ alii,!5 and Shapiro et 


alii'* are now almost universally employed in 
the determination of the diluted plasma pro- 
thrombin activity. There are certain points in 
the laboratory manipulation that need close 
scrutiny, however, for carelessness in performing 
the prothrombin time studies may prove 
disastrous. 

If the prothrombin time is reported in seconds, 
then the method used, the source of the throm- 
boplastin, and the average normal time for the 
thromboplastin used, should be stated. We have 
used throughout most of this study, a com- 


Fig. 4 
Section of kidney from Case 2. 
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mercial rabbit brain thromboplastin* giving an 
average normal whole plasma clotting time of 
14 to 16 seconds. When diluted plasma pro- 
thrombin studies are made, rabbit lung throm- 
boplastin (“Maltine’’) is used, and in our studies 
with this thromboplastin the average normal 
whole plasma prothrombin time is 12 to 14 
seconds and diluted (12.5 per cent) prothrombin 
time is 35 to 39 seconds, and little variance in 
different batches has been found. Brambel?? 
has developed a thromboplastin which apparently 
is more sensitive than the “Maltine” product 
and gives a normal whole plasma prothrombin 
time of 13 to 15 seconds, and 85 to 95 seconds 
in 12.5 per cent dilution of plasma. The objec- 
tive in therapy is to lengthen the whole plasma 


prothrombin time to twice normal or diluted - 


plasma time to 3 times normal. Expression of 
prothrombin tests in terms of “percentage of 
prothrombin” is highly inadvisable unless the 
percentage is obtained by use of a dilution curve 
method such as that outlined in detail by 
Brambel”? and by Hurn, Barker and Magath.’* 
It is not sufficient to give the percentage of 
prothrombin, the ratio of normal plasma clotting 
time to plasma from a patient under treatment 
with dicumarol, for as pointed out by Brambel?? 
“such an expression is only an index of the clotting time 
and bears a relationship to prothrombin activity only if 
the plasma dilution curve is a logarithmic straight line 
(the logarithm of the clotting time plotted against the 
logarithm of the relative concentration of prothrombin) .” 

The prothrombin time in man does not appear 
to be altered by digitalis. Poindexter and 
Myers!® found no effect in 13 digitalized pa- 
tients and Cotlove and Vorzimer!? likewise 
found no alteration in 7 patients studied. Massie 
et alii!’ found no effect in their studies using 
the Smith bedside method of prothrombin de- 
termination, which is not so reliable a procedure 
as the Quick method. However, Peters, Guyther 
and Brambel!® said they were repeatedly able 
to show decreased prothrombin time following 
the use of digitalis, especially in 12.5 per cent 
diluted plasma, using Brambel’s thromboplastin 
reagent. Massie et alii!’ reported that digitalis 
shortened the coagulation time of whole blood 
in man, an observation that Sokoloff and Ferrer!® 
were recently unable to confirm in a carefully 
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controlled study of 10 patients. Congestive 
failure with hepatic congestion does not appear 
to alter the prothrombin time significantly. 
Peters et alii!® postulated that in some patients 
the prothrombin time might be prolonged be- 
cause of hepatic congestion, but Cotlove and 
Vorzimer!? found no change in either direction 
in patients during and after recovery from con- 
gestive failure when both whole and diluted 
plasma prothrombin determinations were made, 
and our own experience confirms their findings. 
Although Field e¢ alii'!® have offered some ani- 
mal experimental evidence that xanthines pro- 
duce hyperprothrombinemia, our patients re- 
ceived theocalcin or aminophyllin orally, and 
there was no obvious increase in the need of 
dicumarol as a result. Moreover, Poindexter and 
Myers!° and Breytspraak and Greenspan’? failed 
to find any significant change in the prothrombin 
time in humans receiving aminophyllin. 

It is curious that these five patients should 
all have experienced less subjective complaint 
of cardiac pain while taking dicumarol. Whether 
this clinical improvement is due to psychothera- 
peutic suggestion, because of being under closer 
medical scrutiny, or whether some poorly under- 
stood property of blood flow is enhanced by the 
hypoprothrombinemia induced by dicumarol, is 
not clear. The recent observations of Jacobs”! 
regarding the physical properties of the blood 
in relation to the manner of blood flow through 
the arteriolar-capillary junctions are of much 
interest, and studies of the effect of dicumarol 
on blood flow should be carried out. 


SUMMARY AND CONCLUSIONS 


Five patients with multiple attacks of coron- 
ary thrombosis have been given dicumarol 6 
to 32 months in an attempt to forestall addi- 
tional acute attacks of coronary thrombosis. A 
patient who had been free of attacks for nearly 
3 years, the last 21 months on dicumarol, de- 
veloped a fourth attack which proved fatal, but 
he was not properly dicumarolized at the onset 
of his terminal attack, due to his own laxity. 
Autopsy studies in this case revealed no ill ef- 
fect from long continued use of dicumarol, and 
extensive myocardial fibrosis and ventricular 
aneurysm was found, as relics of his earlier 
attacks. 
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Another patient who had 3 attacks of coronary 
thrombosis in 13 months has gone nearly 3 
years without attacks while taking dicumarol and 
is active and feels very well. Three other pa- 
tients have gone 6 or 7 months on a ration of 
dicumarol without recurrences. An unexplained 
decrease in anginal pain was noted by all while 
under treatment, except for the terminal attack 
in one case. No conclusion as to the value of 
dicumarol in the prevention of acute coronary 
occlusion can be drawn from this small group 
of patients, but the results justify further clinical 
trial. The procedure is rational and is safe if 
carefully performed prothrombin time determin- 
ations are made at frequent intervals.* Careful 
observation of many cases over a number of 
years will properly evaluate the effectiveness of 
dicumarol in warding off attacks of acute coron- 
ary thrombosis and myocardial infarction. 
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OTOMYCOSIS* 


SOME COMMENTS CONCERNING ITS INCIDENCE, 
SYMPTOMATOLOGY AND TREATMENT 


By D. Girt, M.D. 
San Antonio, Texas 


Otomycosis, or mycotic otitis externa, is es- 
sentially an inflammation of the skin of the 
external auditory canal, or of the pinna, or both, 
due to the implantation and growth of pathogenic 
moulds. 

The condition is particularly important in the 
coastal areas of the southern states, where the 
moist, warm climate provides the optimum con- 
ditions to support mould growth. Otomycosis 
is not strictly limited to such areas, but occurs 
with considerable frequency inland as well. The 
more nearly the climate approaches the tropical 
type, the greater will be the incidence of such 
infections. In cooler climates infections of this 
type are less severe, and less frequently en- 
countered, but occur with surprising regularity, 
and if this fact is not borne in mind, they will 
often be overlooked or remain undiagnosed. In 
areas where such infections are prevalent they 
are less severe in the cooler months of the year. 


The introduction of water into the external 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Fortieth Annual Meeting, Miami, Florida, 
November 4-7, 1946. 
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auditory canal, accidently or intentionally, such 
as would occur in swimming, using the shower, 
having the hair shampooed, or in perspiration 
finding its way into the ear, may be mentioned 
as a few of the ways in which water may gain 
entrance and cause maceration of the skin, 
which increases its vulnerability and is quite 
often followed by inflammation in which moulds 
and pyogenic organisms are found, either alone 
or in combination. There has been considerable 
debate over the question of whether the moulds 
and pyogenic organisms are introduced with 
the water, or if the latter only serves to activate 
the growth of organisms already present. The 
probabilities are that both views are correct and 
either one or both, acting independently or 
jointly, must be considered in the etiology. 


A number of fanciful synonyms are used by 
the laity to designate mycotic otitis externa; a 
few of them being, fungus ear, adobe ear, jungle 
rot and stink ear. No doubt many new synonyms 
will be added by returning soldiers, particularly 
those who have served in the Pacific Theater 
of Operations where mycotic infections of all 
kinds were commonplace. 


The pathogenic moulds found in otomycosis 
are divided into budding and mycelial forms. 
The aspergillus, which is a mycelial form of 
mould probably heads the list as the cause of 
otomycosis in most localities, but the penicillia 
and the mucors, which are also mycelial moulds, 
are also frequent offenders. The budding or 
yeast forms are also encountered, such as the sac- 
charomyces, the monilia and the torulae. A 
recent report on a series of cases investigated by 
Sharpe, John and Robison! indicates that, in 
their experience, the aspergilli are the chief of- 
fenders in a certain part of the Gulf Coastal 
area of Texas. A single instance of Torula his- 
tolytica infection of the auditory canal and pinna 
was encountered in our series of cases. In grow- 
ing, the pathogenic moulds affix themselves to 
the top layer of epithelium, where they produce 
a degree of mechanical irritation by their pres- 
ence. In addition, an exotoxin is produced in 
their growth which adds to the irritation. The 
intensity of reaction produced will depend to 
some extent on the patient’s degree of suscep- 
tibility to the products of mould growth, so that 
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one may regard such an inflammation as not 
only mechanical, but chemical, and in a measure 
allergic as well. 


The infection is encountered in all imaginable 
degrees of severity, from the mildest, in which 
the subjective symptom of itching may be the 
only complaint, and the objective findings lim- 
ited to slight or almost undetectable changes in 
the skin, to severe instances in which there is 
marked itching, pain, swelling and exudation. In 
many of the early infections the skin may show 
only a dry and minutely wrinkled appearance. 
Cerumen is believed to exert an inhibitory effect 
on mould growth, and in most instances of 
otomycosis it is absent from the external audi- 
tory canal. There appears to be a definite 
suppressing effect on the ceruminous glands of 
the external auditory canal in this type of in- 
fection, but this is not an absolute rule as 
occasionally one will encounter a well-established 
colony of mould growing on the surface of a 
ceruminous plug. The return of cerumen is a 
good omen, as it guards against reinfection to 
a degree. Following the eradication of moulds 
from the external auditory canal there may be 
no return of function in the ceruminous glands 
indicating a destructive effect on the part of 
the mould. This cannot logically be ascribed 
to the medication used in treatment, for the 
same medication used in treatment of other con- 
ditions in the same area produces no such effect. 


Diagnosis of otomycosis is established by the 
clinical picture and verified by finding the re- 
sponsible mould in the exudate. Subjectively 
intense itching is present, the patient com- 
plains of the ear being blocked and hearing 
impaired. Not infrequently the condition is 
acutely painful, particularly if pyogenic or- 
ganisms are present in addition to the mould. 
Tinnitis may be present as a symptom. 


Usually both ears are involved in the process, 
and the degree of involvement may differ in each 
ear. Objectively the picture will vary from a 
slight almost undetectable wrinkling of the skin 
of the canal, to instances in which the canal is 
practically closed by swelling and painful in 
the extreme, imposing definite limitations in 
the degree of diagnostic manipulation which the 
patient will tolerate. The external auditory 


Vol. 40 No. 8 


canal will be more or less filled with debris 
which takes one of several forms; the mould 
may be visible as a white cotton-like growth, 
usually on the drum membrane, perhaps also 
extending into the canal and on its walls. Oc- 
casionally the mould appears as clusters of fine 
yellow or black granules scattered over the drum 
membrane or on the canal wall. The cotton-like 
growth represents mycelial filaments of mould 
growth, while the granules are spores which are 
formed in the latter stages of growth. In longer 
standing infections there is an exfoliation of 
epithelium which sooner or later fills the canal 
with a cheesy, putty-like mass of debris. This 
may be removable en masse by irrigation leav- 
ing a reddened, very much irritated and partially 
denuded canal and ear drum, which will be ex- 
tremely sensitive to manipulation of any kind 
and in which care must be used in the selection 
of medication to avoid unnecessary discomfort. 
In severe instances the dermatitis produced by 
mould growth in the ear may extend beyond the 
boundaries of the canal and pinna and involve 
the retro-auricular region, the skin of the face, 
or even extend down to the anterior surface of 
the chest and onto the back. Perforation of 
the ear drum may occur, but it is infrequent. 
Verification of the infection is accomplished in 
one of two ways; first tentatively by the use of 
Whalen’s? method of slide examination in which 
the suspected material from the ear is treated 
with aqueous solution of sodium sulfite, two per 
cent, to which has been added a small quantity 
of methylene blue. This is mixed with the sus- 
pected material and the slide gently warmed, 
the epithelial debris will be dissolved and the 
mould will take on a blue stain. By microscopic 
examination the budding forms of the yeast, or 
the filaments of the mycelial type of mould 
will be visible. This provides only a tentative 
diagnosis, but from a practical standpoint is 
sufficient in clinical practice. If precise classi- 
fication is desired, slide and petri dish cultures 
must be made on special media, and the fermen- 
tation reactions in special sugar media investi- 
gated. In actual clinical practice exact classifica- 
tion is unnecessary as the treatment is essentially 
the same for all types of mould infection of the 
ear. 


Coincidental or secondary infection with pyo- 
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genic organisms gives rise to more intense tissue 
reactions, in which furunculosis and acute cellu- 
litis may occur as complications. The Pseudo- 
monas pyocyaneum gives rise to a resistant type 
of infection which may not respond readily to the 
usual treatment, requiring special measures for 
its eradication. It gives rise to a discharge which 
is greenish in color and is more fluid in character. 


Otomycosis must be differentiated from other 
forms of otitis externa. Usually this presents no 
difficulty, but there are times when diagnosis 
may be confusing. Conditions which must be 
considered from the differential diagnostic stand- 
point are impetigo contagiosa, uncomplicated 
furunculosis and acute cellulitis of the canal or 
pinna, seborrheic dermatitis, eczematous lesions, 
erysipelas, dermatitis due to allergic reactions 
such as contact with furs, or woolen garments, 
occasionally instances of irritation from the 
metal of spectacle bows, herpes simplex or herpes 
zoster of the auricle, dermatitis secondary to 
suppurative otitis media, or the kind due to 
vitamin deficiency diseases such as pellagra. 


The foremost consideration in the treatment 
of otomycosis is the relief of itching and pain, 
either of which may be severe. Recently it has 
been our practice to give all patients with the 
severe, more painful infections an immediate 
treatment with x-ray. One-third of the usual 
erythema dose is used, divided into three treat- 
ments, spaced at intervals of three to five days. 
When both ears are involved the dosage is di- 
vided equally between them, keeping within the 
one-third erythema dose limitations. Our im- 
pression has been that there is quicker relief 
from symptoms when the x-ray was used as an 
adjunct treatment than without it, but the x-ray 
is not intended to supplant other methods of 
treatment. The use of a sedative is imperative 
in most instances of the severe infections. Failure 
to obtain quick relief from pain in complicated 
otitis externa is an almost certain way to lose 
the patient’s confidence and is a frequent cause 
of change of physicians. 


Local treatment to the ear consists of cleans- 
ing the canal of all debris on the patient’s first 
visit if this can be accomplished with minimum 
discomfort. This may be accomplished in one 
of several ways, either with a cotton applicator, 
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irrigation, or by cautiously blowing a stream of 
compressed air into the canal. 


Irrigation with water is not to be looked on 
with disfavor in cleansing such ears, as the water 
left in the canal can be immediately dried out 
with cotton. I have seen no instance in which 
it made such an infection worse when properly 
performed. 


Cleansing the canal with air is a tempting 
maneuver but has the disadvantage of dissemin- 
ating moulds and spores which conceivably could 
produce infection in others. For this reason it 
is to be considered in a subordinate class as a 
cleansing method. 


In ears that are badly swollen and painful, ex- 
tensive manipulations are not to be considered. 
The insertion of a small wisp of medicated 
cotton on a wire applicator into the depths of 
the canal, will serve to convey the selected 
medication into the ear, and is all that should 
be attempted as topical medication in such in- 
stances. In the average instance of otomycosis, 
after the canal is cleansed, a medicated cotton 
wick is loosely inserted into the depths of the 
canal, where it is allowed to remain twenty-four 
hours’ thus maintaining constant medicinal effect 
on the involved tissues. The wick is not to be 
disturbed by the patient, being removed the 


Fig. 1 


Mycotic lesion of antitragus, right ear, due to Torula 
histolytica. 
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next day by the physician. The medication 
which we have found best suited to our require- 
ments has been metacresylacetate, marketed 
under the trade name of “‘cresatin.” It possesses 
the advantage of being fungicidal, bactericidal, 
and in addition exerting a local analgesic effect, 
amounting almost to anesthesia. The fungicidal 
property of “cresatin” is increased slightly by 
the addition of thymol as pointed out by Mc- 
Burney and Searcy.* An occasional instance of 
hypersensitiveness to thymol is encountered, as 
well as to “cresatin,” which one must be on the 
alert to detect and if present calls for the 
prompt withdrawal of the offending medicament. 
After the cotton wick is removed at the end of 
twenty-four hours, it will be found that the top 
layer of the skin of the external auditory canal 
has turned white and is loosened. The exfoliated 
layer can be easily removed with a cotton swab, 
leaving a slightly reddened but smooth under- 
lying skin. The sensitiveness of the canal is also 
materially reduced and manipulation for cleans- 
ing can then be carried out with a minimum of 
discomfort. Occasionally it will be noted on 


Fig. 2 
Impetigo contagiosa of the left ear in a child. This type 
of lesion may be confused with otomycosis. 
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removing the cotton wick that there is a marked 
hyperemia, which may extend outside the canal. 
This is an indication that the patient is sensitive 
to the medication which should then be dis- 
continued and something else substituted. 


_ In the absence of hypersensitiveness, the cot- 
ton wick is reinstalled, and changed every 
twenty-four hours for three or four days, after 
which time it is customary to change to a dif- 
ferent treatment. During this interval the patient 
keeps the cotton wick moist by the use of drops 
consisting of ‘“‘cresatin” and olive oil or liquid 
petrolatum, equal parts. The “‘cresatin” wick is 
only one phase of the treatment, the initial one. 
Reinstallation of the “cresatin” cotton wick may 
be attended by marked burning sensation which 
some patients vigorously object to. This can be 
avoided by swabbing the canal with liquid 
petrolatum prior to reinsertion of the medicated 
wick. If “cresatin” is not available, camphor, 
phenol mixture may be substituted with good 
effect. 


When the immediate symptoms have 
been controlled and the canal is free 
from infection, drops containing iodine, 
one-third grain to one ounce of liquid 
petrolatum with one-half of one per 
cent phenol are employed. In those 
instances where an exudative eczema- 
toid type of dermatitis follows “cres- 
atin” or other medications, zinc oxide 
ointment with oil of cade, one dram to 
the ounce is usually efficacious in ob- 
taining relief. If the exudative phe- 
nomena persist, the internal adminis- 
tration of calcium combined with 
the hypodermic use of parathyroid 
(Lilly’s) extract, one-half c. c. every 
day, is usually all that is necessary to 
obtain relief. Other fungicides have 
been successfully used in the treatment 
of otomycosis, such as Burow’s solu- 
tion recommended by Robison’ and 
benzoic acid® which has been advised 
by Shea. Recurrences from reinfection 
or inadequate treatment are frequent 
and must be anticipated. Routine in- 
spection of the ears at intervals after 
all apparent infection and inflamma- 
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tion have subsided is advisable to detect signs of 
recurrence which are more easily treated in their 
incipiency than when firmly established. 

We have obtained satisfactory results from 
Sinturia’s’ 4:4:2 powder of sulfathiazole and 
sulfanilamide, and zinc peroxide, as well as from 
the iodine thymol powder* which the author has 
described previously,8°'° both of which are 
valuable in the follow-up of “cresatin,” and also 
as a safe guard against recurrences. The powder 


*The powder referred to above may be prepared as follows: boric 
acid powder 100.00 grams is spread out evenly on an impervious 
surface such as a glass slab. Iodine crystals 1.00 gram and thymol 
crystals 1.00 gram are dissolved in ethyl] or methyl alcohol 30.00 
c. c. This solution is dropped about over the surface of the spread 
out boric acid powder evenly, and when all is distributed, the 
mixture is stirred with a wooden or vulcanite, plastic or horn 
spatula (tongue depressor) sufficicntly to insure even distribution 
of the medicament. When uniform distribution has been ob- 
tained, the powder is left open to the air to allow the alcohol 
to evaporate. Stirring at intervals facilitates the evaporation. At 
the end of 24 hours the powder is usually dry enough for bot- 
tling. In the beginning it will be of a light mahogany color, but 
will become lighter with time, eventually assuming a light fawn 
color. Its strength is undiminished over a period of many months. 
Originally the powder contained 2 per cent thymol and 2 per 
cent iodine, but this strength was found to be irritating to certain 
patients, and the weaker strength adopted for routine use. 


Fig. 3 


Method of inserting medicated cotton wick into external auditory canal. 
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will remain in the ear for quite a period of time 
if not deliberately removed, and will continuously 
exert its fungicidal power and thus guard against 
recurrence. I have encountered powder in the 
auditory canal six or eight months after its intro- 
duction, indicating the necessity for the patient’s 
return even though clinically cured, for the final 
cleansing of the ear. The sulfathiazole powder 
mentioned above forms a hard mass which is 
somewhat difficult to remove, but with the aid 
of hydrogen peroxide solution this can usually be 
promptly attained. 


As an after treatment, and to encourage the 
return of normal cerumen to the ear, Robison’ 
advises the use of ichthyol, zinc oxide ointment 
in combination with salicylic acid. For similar 
use we have had excellent results from an oint- 
ment of tannic acid 2 per cent, iodine 2 per cent, 
in petrolatum. 


Within recent months there have been a num- 
ber of new preparations recommended for fungus 
infections, a few being zinc undecylenate, unde- 
cylenic acid, sodium caprylate and still more 
recently sodium proprionate. Our experience is 
limited to the zinc undecylenate, which appears 
to possess certain advantages as a fungistatic, but 
lacks many of the desirable features of the other 
remedies, such as metacresylacetate. After 
adequate clinical trial it may be found that these 
newer preparations will supplant the older ones, 
but at present their value is still in the specula- 
tive stage. 

The antibiotics, such as the sulfa drugs and 
penicillin serve admirably as adjuncts in the 
treatment of complicated instances of otomy- 
cosis, in which pyogenic organisms have gained 
the ascendency, and their early use by mouth, 
and in the case of penicillin, hypodermically, 
is advised. We have employed soluble tyro- 
thrycin solution as a local dressing with some 
success in complicated suppurative lesions such 
as furunculosis. An ointment of penicillin 200 
units to one gram of “aquaphor” is an excellent 
local application in superficial pyogenic compli- 
cations of otitis mycotica and is worthy of trial 
in selected cases. 

Ointments utilizing the sulfonamides will often 
be of value in pyogenic complications. The most 
popular of these is one containing sulfathiazole 
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in microcrystalline form. Recently a special oint- 
ment containing “cresatin” 80 per cent in a 
special base has been introduced. Our experience 
with it has been satisfactory, though somewhat 
limited. An ointment of tyrothricin (“Tyro- 
derm”) 0.5 mg. per gram is available on the 
open market at present. We have used a special 
ointment considerably stronger than the above, 
containing soluble tyrothricin, which is stable, 
100 mg. per gram of “aquaphor” in pyogenic 
lesions with-satisfaction. Doubtless weaker con- 
centrations would prove equally efficacious. It 
should be borne in mind that local hypersensi- 
tiveness may exist to any of the antibiotics men- 
tioned above, the reactions produced being at 
times quite marked. 


Infection with the Pseudomonas pyocyaneum 
requires the use of preparations containing acetic 
acid or the acetate radical. Aqueous solution of 
acetic acid, two per cent, Burow’s solution of 
aluminum acetate, and metacresylacetate are all 
satisfactory for this purpose. 


Prophylactically the use of medicated alcohol 
is advised to guard against infection following 


‘swimming or accidental introduction of water 


into the ears from other sources. We usually 
advise 1:5000 mercury cyanide or bichloride 
in alcohol 50 to 70 per cent. Too frequent ap- 
plication of this agent can produce a chemical 
otitis externa. It should never be used in ears 
that have recently been treated with any prep- 
aration containing iodine, nor in patients who 
have been taking iodides or bromides. The ex- 
cellent work of Marshall Taylor'!?? on the 
hygiene of swimming and its relation to ear in- 
fections is recommended for careful study by all 
who are interested, particularly in swimming and 
its relation to such infections. 


CONCLUSIONS 


(1) Otomycosis, or mycotic otitis externa is 
an important otologic entity because of its fre- 
quertcy and distressing symptoms. 

(2) Prompt and effective relief of pain as 
well as treatment for the mycotic infection is 
imperative. 

(3) Recurrence and reinfection are frequent 
and must be anticipated and guarded against. 

(4) Prophylactic use of medicated alcohol 
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in the ears is recommended after swimming or 
accidental introduction of water into the ears. 
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DISCUSSION (Abstract) 


Dr. Oscar Wilkinson, Washington, D. C.—I want to 
suggest two more remedies which I have found par- 
ticularly good. One is the surgical solution of mercuro- 
chrome, called Scott’s solution, in the acute, exudative 
type of eczematous infection. It is very efficacious in 
drying up subacute cases. 

In the cellular type of infections, there is no question 
in the world that the x-ray is one of the best remedies 
we have. Dr. Gill mentioned its use. 

A remedy which is as old as the one Dr. Searcy 
spoke of is citrine ointment. Citrine ointment, a nitrated 
mercury, in 25 to 50 per cent strength, is almost a 
specific for furunculosis associated with this type of 
infection. 

Dr. Harvey B. Searcy, Tuscaloosa, Ala.—Dr. Mc- 
Burney, at the Medical College of Alabama continues 
the scientific testing of any new drug that is recom- 
mended for its fungicidal effect. If any of you desire 
such a test I am sure he will gladly cooperate with you 
in this study. He has added many new drugs to the 
original list and hopes to supplement that report. 

The subject is now well presented in textbooks. Dr. 
Gill wrote the chapter upon this subject in the book, 
“Ear Diagnosis,” by Francis L. Lederer. “Diseases of 
the Nose, Throat and Ear” by Ballenger and “Ear Dis- 
eases” by Chevalier Jackson have well covered the sub- 
ject. These books have been published since 1943 and 
are the first text books that have shown much interest 
in the subject. 

Dr. McBurney checked up “micopan” recently re- 
ported in the Johns Hopkins Bulletin and found it 
practically inert as a fungicide in the strength recom- 
mended. Streptomycin and tyrothricin have little 
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fungicidal effect although they have great bactericidal 
effect. I have not used them clinically in the combined 
State. 


We all have our own idiosyncrasies and in my prac- 
tice the following have proved of much advantage. 


As a powder to dry the ear after it has been thor- 
oughly cleaned, sulfanilamide 50 per cent, sulfathiazole 
25 per cent and “aristol” 25 per cent. “Aristol” is 
almost 50 per cent each of iodine and thymol. 


Tyrothricin ear drops are now on the market, which 
contain an antiseptic, an analgesic, “‘cresatin” and tyro- 
thricin in a glycol base. I have found them satisfactory 
in mixed infections, as cellulitis or impetigo. 


I still use much thymol 2 per cent in “cresatin” but I 
dilute it frequently with aromatic castor oil as I do not 
like the white blanched canal wall that Dr. Gill tries 
to obtain. I never use anything with a mineral oil base 
but prefer the organic oil, as castor oil, since the min- 
eral oils are not absorbed by the skin. Thymol 1 per 
cent, menthol 1 per cent and phenol 1 per cent in 
aromatic caster oil are used to cleanse the canal and in 
many cases this thorough cleansing is all that is neces- 
sary. 


Dr. Gill (closing).—Dr. Searcy has asked me to call 
attention to the fact that we should not forget the 
oldtime remedy of Epsom salts solution in acute cellu- 
litis. It is still good treatment when indicated. Anyone 
interested in the subject of otomycosis should read the 
article by McBurney and Searcy entitled “Otomycosis, 
An Investigation of Effective Fungicidal Agents in 
Treatment,” published in Annals of Otology, Rhinology 
and Laryngology, Vol. 45, 1936. There are many drugs 
used in the treatment of external otitis: some are good, 
some are moderately good and some are very poor in 
therapeutic effect. McBurney and Searcy have pointed 
out that many of the commonly used therapeutic agents 
are worthless. We can choose remedies that will get the 
best results if we will pay attention to their com- 
parative fungicidal and bactericidal properties. 


The infection in otomycosis is in the top layer of 
epithelium. The organisms penetrate the epithelial cells 
and obtain their nourishment at least in some degree 
from the intercellular cement substance. If you take 
the top layer of epithelium away with some keratolytic 
agent, you have your patient about half cured, because 
of the large number of organisms eliminated. Salicylic 
acid in alcohol, a favorite with many specialists, ac- 
complishes this sort of thing, but the objection to it is 
that the alcohol burns and the salicylic acid is little 
more than a keratolytic agent. Its fungicidal power is 
very low in the scale. Metacresylacetate or “cresatin” 
is not only fungistatic and fungicidal but bactericidal 
and bacteriostatic as well, and in addition, it is analgesic. 
All these properties are desirable in the selected drug. 


There is nothing at all objectionable in the use of 2 
per cent thymol in alcohol, except that it burns and 
some patients are sensitive to thymol. We use it oc- 
casionally where a patient cannot tolerate “cresatin,” but 
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it lacks the analgesic effect of “cresatin” and is not 
keratolytic but is an active fungicide. 


One thing I would urge you to do in the beginning 
of treatment is to give the patient a heavy dose of a 
sedative if he is in pain: codein, phenacetin or aspirin, 
or something similar. The chief reason a patient comes 
to the physician is to obtain relief from pain. So long 
as the ear itches just a little bit, he will scratch it 
and forget about the physician, but when it begins to 
hurt, he comes to see you. If you do not do some- 
thing about it to obtain quick relief, he will consult 
another physician who will give him relief, and the 
patient will not feel very kindly toward you later on. 


ABERRANT URETER* 


PREOPERATIVE ROENTGEN DIAGNOSIS 
OF CONGENITAL ANOMALY 


By Paut C. SCHNOEBELEN, M.D. 
Hyman R. SenturiA, M.D. 
and 
LAWRENCE M. ARONBERG, M.D. 
St. Louis, Missouri 


An aberrant ureter is a wandering and 
anomalous tube that may terminate! in the 
bladder or extra-vesicularly. Outside the bladder 
in the female the opening is usually in the 
urethra or vagina. In the male the opening is 
usually in the seminal vesicle, the prostatic 
urethra, or rectum. 

The preoperative diagnosis’ * in the female has 
been demonstrated by x-ray. However, fhere 
are several cases* that are operated upon on the 
basis of history and physical signs. It is in this 
group of cases that we are interested. In the 
male the preoperative diagnosis is rarely made. 
The diagnosis in this condition is a combination 
of urologic and roentgenologic procedures. The 
outline of the aberrant ureter may be visible 
in the intravenous pyelogram when there is suf- 
ficient kidney substance to secrete the dye. If 
the opening in the urethra or vagina is located, 
a retrograde pyelo-ureterogram makes the 
diagnosis clear. The following report describes 
a procedure that we have not seen used in con- 
nection with the preoperative diagnosis of 
ectopic termination of the ureter. 

A girl, E. M. G., age 15, was referred by her family 


*Read in Section on Radiology, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 
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physician for special examination with the chief com- 
plaint of weakness of the bladder. When the patient 
was five years old, the parents consulted a physician for 
continued enuresis and also daytime wetting. After 
a general and a local examination revealed nothing 
abnormal, the child was treated for nervousness. At ten 
years of age more help and advice were sought. Furthe: 
examination failed to make a diagnosis and symptomatit 
treatment was instituted, such as sedatives, restriction 
of fluids, and local treatment of the urethra, all of 
which produced no results. In May, 1946, at fifteen 
years of age, the patient was admitted to the hospital 
for a general work-up and urological examination. 
After all the usual procedures, no diagnosis was made, 
but an aberrant ureter was suspected (Fig. 1). She was 
permitted to return home to finish her school year 
and was returned to the hospital in June, 1946. At 
this time she underwent further cystoscopic and pyelo- 
graphic examination. When the intravenous pyelogram 
was repeated, the examination failed to reveal a path- 
ologic condition and was considered negative, except 
that the large upper pole of the right kidney was not 
explained. At this time, it was decided to place F-9 
bougies (Fig. 2) in each ureter and repeat the in- 
travenous pyelogram. They partially obstructed the 
normal flow in the ureters, and films were made in the 
routine manner. It was then noted that on the right 
side, superior to the normal kidney pelvis and ureter, 
an anomalous pelvis and ureter were visualized. This 
was the first positive roentgenologic evidence of the 
presence of excreting renal tissue, at the upper pole 
of the right kidney (Fig. 3). 

It is of particular interest to note that the distal 
end of the ureter was never seen in the urethra. Dye 
injected intravenously, with a Foley bag obstructing the 
internal urethra, returned to discolor the urine distal to 
the sphincter. At the same time a vaginal pack in place 
did not become discolored, indicating an opening in the 
urethra. Hence with the diagnosis established by x-ray, 
the proper treatment was recommended with confidence 
and assurance. On June 26, 1946 under spinal anesthesia, 
the patient was operated upon and an aberrant ureter 
and pelvis, coming from the upper pole of the right 
kidney, were discovered. The kidney was somewhat 
softened in this area, but there was no external mark to 
delineate the aberrant tissue at the upper pole from 
that of the normal kidney. In view of the fact that the 
urine was sterile the ureter was divided and each end 
tied separately. No attempt was made to do a hemineph- 
rectomy or partial nephrectomy. This patient was dis- 
charged from the hospital on July 9, 1946, and has 
been under observation at two-week intervals since 
that time. She has been dry ever since the day of 
operation, afebrile, and free from symptoms or compli- 
cations. 


DISCUSSION 
The etiologic cause of ectopic ureter may be 


detected in the embryo during the fifth and 
sixth weeks of development. The occurrence of 
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ectopic ureter is not too common as there are 
somewhere around three hundred cases reported 
in the literature. They have been found much 
more often in the female than in the male. In 
the collected series of thirty cases, there are 
eleven anomalies on the right side, sixteen an- 
omalies on the left side, and three are bilateral. 

The pathology of the various anomalies is in- 
teresting, but very complicated as one may 
suspect. These anomalies* vary in number, form, 
position, and in termination. As stated before, 
they may terminate extra-vesicularly or intra- 
vesicularly. Those terminating extra-vesicularly 
are described more completely. A case is re- 
ported having two ectopic openings on the same 
side of the vagina with the lower end of the 
aberrant ureter bifurcated in the lower two or 
three inches of its course. There are all varia- 
tions of unilateral, bilateral, and crossed com- 
binations of supernumerary pelves and ureters. 


ROENTGEN SIGNS 


In the retrograde pyelo-ureterogram this con- 
dition may be suspected by the unusual size of 
the kidney shadow above the upper calix com- 
pared with the smaller amount of kidney sub- 
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stance below the lower calix. When the excretory 
pyelo-ureterogram is made, the anomaly may be 
easily demonstrated. The important technical 
factors to be observed are preparation of patient 


Fig. 2 
Routine intravenous pyelogram. Negative except amount 
of kidney substance above superior calix. 


Routine retrograde ureteropyelogram. Unusual amount 
of a substance above upper calix. Aberrant ureter 
suspected. 


Fig. 3 
Intravenous pyelogram with F-9 bougies in ureter. 
Aberrant ureter on right. 
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Fig. 4 
Intravenous pyelogram after forty-five minutes. Bougie 
on right only. Note supernumerary pelvis and aberrant 
ureter on right. 


and preliminary kidney-ureter-bladder picture. 
The intravenous dye should be sufficiently con- 
centrated to cast a good shadow when excreted. 
External compression over the lower abdomen 
may assist. Supine and upright films should be 
made. Finally in those cases not demonstrated, 
it is important to produce partial internal ob- 
struction of the ureters, to bring out better con- 
trast in the dye shadows. The reason for better 
concentration in the aberrant pelvis and ureter 
seems to be due to external pressure. Also the 
dye in the normal pelvis and ureter is blocked; 
hence more dye remains to be excreted by the 
abnormal segment of the kidney. After thirty 
to forty-five minutes the outline of the smaller 
pelvis in the upper pole of the right kidney and 
the dilated ectopic right ureter are again demon- 
strated (Fig. 4). 


CONCLUSION 


Another case of aberrant ureter is reported 
that has been cured. The preoperative diagnosis 
was made by obstructing the normal ureters 
and showing the supernumerary pelvis and 
ureter, when the usual method of retrograde and 
intravenous pyelograms failed to reveal the 
pathologic condition. 
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DISCUSSION (Abstract) 


Dr. Frazier J. Payton, Miami, Fla—This is an ex- 
cellent example again of the necessity for cooperation 
between various medical specialties, particularly between 
radiology and urology. 

There are several points that I would like to empha- 
size, one of them being the deformity of the pelvis of 
that kidney as shown on the preliminary films, or rather 
from the intravenous, in addition to a large upper pole. 
If we will occasionally carefully check the opposite side 
for any rudiments of calices, we may find that we have 
one missing, or at least not adequately developed, and 
we may again suspect the presence of the aberrant 
ureter and kidney pelvis. 

Sometimes, of course, even the intravenous is of no 
value because if there is not normal kidney tissue present, 
we will get from that pelvis only water, no dye, and 
therefore may have to arrive at our diagnosis by 
inference. 

The atopic opening of this extra ureter is, of course, 
unusually complicating. 

Most of these extra segments have their own separate 
blood supplies, and if the segment is infected and it is 
wise tc remove it, if there is careful dissection of the 
blood supply, that segment can be removed without 
detriment to the remaining normal portions. 


DYSPAREUNIA* 


By B. T. Beastey, M.D. 
Atlanta, Georgia 


Dyspareunia is a symptom complex about 
which there has been very little written. Only 
rarely does a textbook on gynecology devote 
more than a paragraph to the subject. In some 
textbooks it is not even mentioned. 

There are very few references in the literature 
on the subject. This would lead one to conclude 
that the profession considers the subject lightly. 
Drs. Henricksen and Horn! say: “Certainly 


*Read in Section on Gynecology, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 
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no symptom which can so easily and completely 
derange the emotional, marital, and physiologic, 
normalcy of the patient can be considered of 
minor concern.” They attribute the apathy of 
the profession towards this subject to be due to 
the practice of “adding new terms, new defini- 
tions and new interpretations without particular 
reason.” 

The word dyspareunia is derived from a Greek 
word which means “badly mated.” In the in- 
terpretation of this meaning various authors in 
this country have given as many different 
constructions. The German authors define the 
condition as lack of sexual gratification on the 
part of the woman during coitus. Some Ameri- 
can authors accept this interpretation. Gen- 
erally speaking, however, the term is defined as 
“painful coitus.” 

Gliebe? says that “It acquires specific mean- 
ing when we think of it in relation to the hus- 
band. The term signifies a serious problem for 
both the wife and husband, so serious that it may 
contribute in a large measure to disruption of 
the marital status.” He interprets the condition 
in terms of psychosomatic technicalities, and con- 
cludes that “there is present sexual anesthesia 
or frigidity. The normal sexual desire is present 
but a normal orgasm is not produced by coitus.” 
He differentiates dyspareunia from vaginismus 
and says that the latter is “more a defense 
measure against sexual congress or intercourse.” 


Vaginismus is defined as a painful spasm of 
the vagina and may be due to a spasm of the 
perineal muscles. The cause of this spasm has 
furnished much speculative discussion for the 
psychiatrist, the psychologist, the psycho-analyst, 
the sociologist and the gynecologist, each giving 
his own interpretation as to the etiologic factors. 

Malleson’ says that a concomitant of the syn- 
drome is a greater or lesser degree of hysterical 
hyperesthesia, that the entire syndrome must 
be accepted as psychogenic. She says that the 
spasm and its accompaniment is a defense mech- 
anism caused by some unpleasant experience dat- 
ing back to childhood. The enema nozzle or the 
old fashioned soap stick or the insertion of some 
other foreign body into the rectum which caused 
pain and unpleasantness are some of the offend- 
ing objects. 
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Henricksen and Horn! appended the term 
“secondary to designate a type: of dyspareunia 
in which demonstrable pathology constitutes the 
underlying cause of the symptom.” Those cases 
in which pain occurs without a pathologic back- 
ground they designate primary dyspareunia. This 
simplifies the picture and furnishes a rational 
method of treatment for dyspareunia of the 
secondary type. The primary or psychogenic 
group described under the term vaginismus ap- 
pears to respond better to psychologic or sugges- 
tive treatment to both husband and wife and 
should receive the attention of the psychiatrist 
and the gynecologist. 


Reis* describes vaginismus and dyspareunia 
under separate headings, and says that vagin- 
ismus is caused by two groups of factors, physi- 
cal and psychic. True vaginismus is always on 
a psychic basis, while vaginismus due to physical 
causes is more properly called a “pseudovagin- 
ismus.” This grouping is confusing if one accepts 
Henricksen and Horn’s! description of second- 
ary dyspareunia since pseudovaginismus would 
certainly fit in with their groupings. Reis* gives 
as the etiologic factors in dyspareunia, local 
pathologic conditions, vaginismus, or “it may be 
entirely psychic in origin.” Here again one is 
confused if we agree that vaginismus is p§ycho- 
genic in origin. 

Without attempting to confise the picture 
further, I should like to offer a simplified defini- 
tion and give the etiologic factors responsible 
for these conditions. 

Dyspareunia or pain during coitus, due to 

(1) Vaginismus. 

(2) Local trauma. 


(3) Pathologic or inflammatory lesions or mechanical 
or anatomic anomalies of the urogenital structures. 


Vaginismus, a spasm of the muscles associated with 
the female genital structures, psychogenic in origin or 
due to coitus phobia. 

According to these definitions dyspareunia 
should be classed as a symptom while vaginismus 
may be considered a defense mechanism or 
“hang-over” as the result of some unpleasant or . 
remorseful experience in childhood or infancy, or 
to coitusphobia due to certain mental impres- 
sions or faulty information the young girl re- 
ceives from idle conversation or some painful 
experience in which fear of pain is the dominant 
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factor. It is not an uncommon experience of the 
gynecologist to fail, in making a digital examina- 


Fig. 1 
Normal vagina of a parous woman (anteroposterior view). 


Normal vagina of a virgin (anteroposterior view). 
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tion, to determine anything definite in the 
pelvic cavity of these women, even after they 
have borne children, because of fear of pain 
with the accompanying rigid perineal and ab. 
dominal muscles. They just will not relax. It 
is not uncommon to see women of this type in 
whom all kinds of diagnoses have been made, 
such as pelvic inflammatory disease, tumor of 
the womb, adnexal disease, who have been sub- 
jected to surgery only to find no pathology pres. 
ent. These cases should all be examined under 
an anesthetic, if the gynecologist is not able to 
do a satisfactory examination without it. Gentle- 
ness, patience, and time are usually all that are 
necessary to get relaxation for a satisfactory ex- 
amination. This group of patients complains of 
pain. Usually they are unable definitely to 
locate the pain. Not uncommonly it is some- 
where in the left or right side low down or in the 
back. 

I agree with Turlington’ that rarely do they 
volunteer the information that they experience 
the pain mostly during coitus. Again I agree 
with him that there are a large number of women 
who belong in this group and that only by 
careful and tactful questioning is the gynecologist 


Fig. 3 
Constriction of upper vagina. This is an anteroposterior 
view of Case 2. 
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able properly to evaluate their symptoms. The 
young bride of a few days or weeks who presents 
herself for some much needed help is not likely 
to obscure her troubles. Her embarrassment 
over such a delicate situation is greatly over- 
shadowed by her anxiety not only for herself, 
but for her young husband as well. She usually 
presents her case promptly and the physician 
has very little difficulty in making a diagnosis. 
Particularly is this true when he attempts to 
make a vaginal examination. It is not difficult 
to examine those who have been traumatized or 
those with pathologic lesions, or those with 
coitus phobia. It is frequently impossible how- 
ever, even to touch the introitus of those with 
marked vaginismus. The knees become forcibly 
adducted, the abdominal and perineal muscles 
rigid, the spine extended into a position of 
lordosis, the head bent backward, and the body 
assumes the position of opisthotonos. If an as- 
sistant attempts to restrain the patient she is 
likely to leap off the table. An examination by 
force at this time should never be attempted. 


Fig. 4(a) 
Retroversion of uterus causing dyspareunia (Case 4). 
The stem pessary was introduced into the uterus and the 
Vagina moderately dilated under pneumatic pressure. 
X-ray was made showing the pessary in place and the 
dilated vagina (lateral view) shows the pessary pointing 
towards the coccyx. 


Fig. 4(b) 
The uterus was pushed out of the cul-de-sac by increasing 
the pressure as shown by the pessary in its relation to 
the promontory of the sacrum. 


Fig. 4(c) 
The uterus was completely reduced by increasing the 
pressure up to 125 mm. as shown by the pessary. 
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Vaginismus is entirely involuntary, since a 
true spasm of the vagina and perineal muscles 
cannot be voluntarily produced. However much 
she may desire an examination it is beyond her 
power to prevent the spasm. Malleson’ says, 
however, that “it can very largely be modified 
by conscious control.” Continuing further, she 
says, 

“There can be few medical conditions more gratifying 


Fig. 5 
This shows the pneumatic pressure unit. 
applicator is distended. 


The rubber 


Fig. 6 


This shows a front view of the hydrostatic pressure and heat unit. 
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to treat than the cases of vaginismus. The average case, 
even if it has been long standing, will often resolve after 
one interview leisurely enough to permit examination 
and suggestion.” 


The method of treatment of dyspareunia de- 
pends entirely upon the underlying cause. In 
the treatment of vaginismus the physician must 
be both psychiatrist and gynecologist. Many 
will respond to “persuasion” or suggestive meas- 
ures. It has been my experience that in addi- 
tion to this method mechanical measures are 
helpful. An attempt is made to introduce a 
rubber applicator into the vagina before making 
a digital examination. This can be done with 
very little difficulty provided the patient is 
made to understand exactly what is being done. 
After the applicator is in place, hydrostatic or 
pneumatic pressure is applied very slowly. The 
vagina should be thoroughly dilated from the 
introitus to the vault. Hot water at a tempera- 
ture of 110-116° is more effective than unheated 
air. For this reason I usually use hydrostatic 
pressure and heat. 


It is interesting to watch relaxation take 
place after the applicator is in place and pres- 
sure with heat is applied. Within 10 to 15 
minutes the patient is completely relaxed and 
complains of no pain. After a few treatments 
of 30 minutes each an examination may be made 
with very little difficulty, 
and if the husband has been 
properly advised coitus is 
accomplished satisfactorily. 
Cases of coitus phobia also 
respond very readily to this 
method. 


In the treatment of dys- 
pareunia due to local 
trauma or inflammatory 
disease, methods for the 
correction of the lesions of 
course should be employed. 


Displacements of the 
genital organs such as re 
troposition of the fundus or 
moderate prolapse causing 
pain during coitus may be 
treated in the usual man- 
ner. Pain, due to mechani- 
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cal causes, such as contraction of vaginal scars 
following perineal or vaginal plastic operations, 
or a vagina that is unusually small due to senile 
changes is best treated by intravaginal pressure 
and application of heat. In the treatment of 
retrodisplacements of the uterus this method is 
very effective provided a properly fitted pessary 
is worn. During the past few years, since I 
began this method, I have not found it necessary 
to subject these patients to surgical measures 
jor the corrections of displacements. 


The principle of using intravaginal pressure 
in an effort to reduce retrodisplacements of the 
iterus is not new. The late Dr. Quitman Newell 
of St. Louis, explained a method which was used 
many years ago by an eminent gynecologist. 
The patient was placed in the knee-chest posi- 
tion or more nearly on her head and the vagina 
was filled with mercury. 

The application of heat to the vault of the 
vagina in the treatment of pelvic inflammatory 
disease has been in use for several years. The 
correction of mechanical contractions or vaginal 
strictures due to plastic operations and for dis- 
placements of the uterus has a more recent origin. 


The instrument used in the application of 
intravaginal pressure and heat was devised by 
me a few years ago. Recently I devised a test 
apparatus for intravaginal pressure. This method 
is not without danger if the amount of pressure 
applied and the degree of heat used are not 
controlled or measured. 

In the application of hydrostatic pressure and 
heat both are absolutely controlled by means of 
control valves. The amount of pressure is regis- 
tered on the pressure gauge while the tempera- 
lure is registered on the thermometer. It has 
ben my observation that approximately 300 
mm. of pressure as measured by the hydrostatic 
instrument is the maximum amount tolerated by 
the patient. A temperature of approximately 
118° is the maximum of heat tolerated. The 
pieumatic pressure instrument is used in reduc- 
tg tetroversion and dilating the vagina, also to 


tetermine the maximum amount of pressure the 
patient can tolerate. 


CASE REPORTS 
Case 1—Mrs. W., age 19, weight 108 pounds, height 
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5 feet 7 inches, married 3 weeks, complained that suc- 
cessful coitus had not been accomplished. On physical 
examination nothing abnormal was found in her physical 
make-up, except a moderate vaginismus. Her husband 
was more than six feet tall and presented all the physical 
characteristics of a perfectly developed Kentucky gentle- 
man. Both were considerably alarmed and presented 
signs of desperation. A small rubber applicator 3% of 
an inch in diameter and 3 inches long was introduced 
into her vagina with very little difficulty. Under 
hydrostatic pressure her vagina was dilated from the 
introitus to the vault to approximately 214 inches. Heat 
up to 116° was applied. She was assured that she should 
be able to have successful coitus without any further 
pain. Her husband was given instructions and she was 
advised to return in three days. On the second visit 
both were very happy and informed me that every 
thing was satisfactory. No other treatment was neces- 
sary. 

This girl had developed a coitus phobia. Her 
pain and vaginismus were due to fear and not 
to any physical abnormalities. 


Case 2—Mrs. J., age 45, weight 150 pounds, height 
five feet two, married 10 years, had never been pregnant, 
and complained of painful coitus. Upon examination she 
was found to be normal in her physical and mental 
make-up, except that her vagina was very small. The 
upper two-thirds of the vagina would scarcely admit 
two fingers. A rubber applicator 1 inch in diameter and 
3 inches in length was introduced and under hydrostatic 
pressure the vagina was dilated and heat of 116 degrees 
was applied for 30 minutes. When she returned to the 
office three days later she reported that coitus was 
accomplished without difficulty. It was necessary for 
her to be dilated every two or three weeks. 


This case illustrates dyspareunia due to an- 
atomical disproportions or contraction of the 
vaginal canal. 


Case 3——Mrs. H., age 20, weight 85 pounds, height 
5 feet 8 inches, was very thin and emaciated. A 
diagnosis of Simmonds’ disease had been made. She 
had been married 2 months. Her husband had left 
her and had gone to Florida to live. Upon an attempted 
vaginal examination it was impossible even to touch 
the introitus. Her legs were forcefully adducted and 
every time she was approached she would become rigid 
and assume an opisthotonos position. 

After several visits to the office and with much assur- 
ance that she would not be hurt it was possible to 
introduce a small rubber applicator into her vagina. 
Gradual dilatation under hydrostatic pressure and heat 
of 112 to 116° was applied. She was finally dilated with- 
out pain. Her husband later returned to her and preg- 
nancy was consummated. 


This case illustrates dyspareunia due to 
marked vaginismus, having no relation to her 
pituitary deficiency. 
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Case 4—Mrs. A., age 30, weight 115 pounds, height 
5 feet 8 inches, had been married 8 years and had 3 
children, no miscarriages. She complained of painful 
coitus since the last child was born 8 months previously. 
Vaginal examination revealed a retroverted and enlarged 
uterus with the fundus in the cul-de-sac. An effort 
was made to reduce the displacement but it was un- 
successful due to pain and partial immobility of the 
organ. A rubber applicator one inch in diameter and 
three inches in length was introduced into the vagina 
and under pneumatic pressure of 125 mm. the fundus 
was pushed forward in good position. A Smith pessary 
was applied and she was advised to return in two days. 
Her uterus was in good position upon examination. 
She was given heat application with moderate intravag- 
inal pressure three times a week. Her uterus remained 
in good position and three months later she became 
pregnant. 


This case represents dyspareunia due to a 
retroverted uterus. 


Case 5—Mrs. S., age 38, weight 150 pounds, height 5 
feet 8 inches, multigravida, complained of painful coitus 
ever since she had an operation six months before. Ex- 
amination revealed a very small introitus and vagina that 
would scarcely admit two fingers for examination. The 
contraction extended approximately half the length of 
the vaginal canal. She had had a perineorrhaphy and 
anterior and posterior colporrhaphy. The surgeon had 
done “too good a job.” Too much vaginal wall had 
been cut away, also the perineum had been sutured too 
tightly. The “million dollar stitch” did not have the 
anticipated “million dollar” effect. A rubber applicator 
1 inch in diameter and three inches in length was in- 
serted into the vagina. Gradual dilatation under hydro- 
static pressure up to 300 mm. was accomplished and 
heat of 116° was applied for 20 minutes. After several 
visits to the office the introitus and vaginal canal were 
stretched sufficiently for satisfactory coitus. 


This case illustrates dyspareunia due to faulty 
surgery. 

These cases illustrate fairly well the different 
conditions responsible for dyspareunia. I pur- 
posely omitted such cases as those due to local 
or pelvic pathologic lesions. 
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DISCUSSION (Abstract) 
Dr. Lee F. Turlington, Birmingham, Ala.—Since 1933 


there has been a tremendous advance in the education 
of young women. Today they are more likely to discuss 
their ailments frankly. The textbooks have improved 
tremendously, too. Dr. Willard Cook’s last book has a 
chapter on sexual dysfunctions that I would commend 
to all of you. 


Vaginismus, I think, is evidence of the psychopath, 
and the psychiatrist has to handle many of them. The 
shading of that which Dr. Beasley has called coitus 
phobia can be overcome by the average gynecologist 
or by the average family physician, if he is gentle and 
kindly in his approach to the subject, gets the confidence 
of his patient, and as Dr. Beasley says, properly instructs 
the husband. 

The reference to the plastics, I think, is particularly 
worth while. The vaginal plastic that closes the skin of 
the perineum three-quarters of an inch or an inch 
higher than is necessary is extremely troublesome. That 
defect can be handled by a simple splitting of the skin 
under local anesthesia in the office, and I think it is a 
very small surgical procedure and frequently that is all 
that is necessary. 

The contracture higher up in the vagina can also be 
handled surgically very easily, and I think should be 
handled surgically. 

The dilating with heat is, I am sure, excellent for re- 
laxation of spasms and to gain the confidence of the 
patient. 

The retroverted ureters with prolapse and adnexa with 
adhesions, are mechanical things that require surgical 
intervention. One of the most neglected causes of 
dyspareunia is urinary tract lesions. Ureteritis in the 
lower ureter, which practically always shows a strictured 
ureter, is also often neglected. Those are two of the 
causes of dyspareunia that I have found most often 
neglected. 

The adhesions that occur in acute and subacute pelvic 
inflammatory diseases can be handled beautifully with 
heat, either diathermy or by the Elliott treatment. 


Dr. James R. Reinberger, Memphis, Tenn—At our 
school for many years we have adopted a simple class- 
fication comparable to Dr. Beasley’s classification of 
this condition. 

It is very easy to approach the case if one will say 
from the history that we are dealing with a primary 
painful coitus, or a secondary painful coitus, and in 
doing so, we can immediately eliminate the group of 
cases which in my office are causing most of the trouble, 
namely, those resulting after free periods of pain follow- 
ing delivery, following operation, and more recently 
following our episiotomies. 

It seems to me that we are getting more cases every 
year with secondary painful coitus due to our own Ie 
pairs. I have had occasion within the last two months 
to dissect about four heavy scars from perineal bodies, 
and I think three of them were my own cases. I have 
never had the opportunity to use this apparatus, but I 
believe I will go back, as Dr. Turlington said, and get 
out my old Elliott machine. 
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With heat and its attendant reduction in sensitivity, 
we can probably overcome some of the difficulties of 
the patients that I have been operating upon, but’ on 
the other hand, I think that we had better do a little 
better job in our routine episiotomies. 


When you eliminate the second group, the first group 
mentioned, those of trauma, can very easily be overcome 
by education, lubricants, and so forth. 


I am not positive about the so-called vaginismus, the 
psychogenic painful coitus, and I am not sure that I am 
capable of overcoming that factor. Hypnoanalysis has 
been suggested. 


Dr. Beasley (closing) —The Elliott machine was not 
designed as a vaginal dilator. It is used primarily to 
apply heat to the vault of the vagina in the treatment 
of pelvic inflammatory disease. The applicator of this 
machine could not be used as a vaginal canal dilator 
because of the shape and size of the applicator. Also 
the machine does not produce sufficient pressure for 
vaginal dilatation. 

The term dyspareunia of the secondary type, or painful 
coitus, which is due to a pathologic lesion, should not 
be confused with dyspareunia due to vaginismus. In 
the first, pain is due to local pathology, in the other 
pain is due, not to a pathologic lesion, but to muscle 
spasm, usually psychic in origin, termed vaginismus. The 
former is a symptom, the latter a complex clinical entity. 


OCCIPITAL NERVE TENDERNESS: 
A SIGN OF HEADACHE* 


By Harotp N. Peretson, M.D.* 
Birmingham, Alabama 


The first reference in the literature to occipital 
neuralgia appears in a paper by J. Beruto y 
lentiio and M. M. Ramos! published in 1821. 
Since that time it has been the subject of 
sporadic reports. It is mentioned as a mani- 
festation of local fibrositis, (cervical) osteo- 
arthritis, new growths, trauma, gout and in- 
fections of various kinds, such as malaria, 
typhoid, influenza and syphilis.?3 Occipital 
neuralgia or occipital nerve tenderness has been 
observed in nasal and other affections of the 
Ingeminal region, in some cases of increased in- 
wacranial pressure and in cases of post traumatic 
teadache.? #5 I could find no reference in the 
literature which points out the presence of 


an in Section on General Practice, Southern Medical Asso- 
rr Fortieth Annual Meeting, Miami, Florida, November 4-7, 
WNow (8-1-1947) at Postgraduate School of Medicine, Uni- 
of Southern California, Los Angeles, California. 


tenderness of the greater and lesser occipital 
nerves in different clinical forms of headache 
as a fairly constant finding. 


In the past four years I have observed over 
three hundred patients who had headache upon 
one or more occasions, in whom I found the 
greater and lesser occipital nerves to be tender 
during the presence of a headache. The age 
group of these patients ranged from the second 
to seventh decades of life. The clinical forms of 
these headaches were of great variety. Included 
were headache of allergic origin, so-called his- 
taminic cephalalgia, migraine, hypertensive head- 
ache, headache of premenstrual tension, men- 
strual headache, ocular headache, headache as- 
sociated with infections of the paranasal sinuses, 
and with turbinate congestion, headache due to 
occupational strain of the posterior neck muscles, 
headache associated with fever and acute upper 
respiratory infections, headache due to constipa- 
tion, hypoglycemia and lues. Neuralgias of the 
face, such as supra-orbital neuralgia, spheno- 
palatine ganglion neuralgia, dental neuralgia, 
auriculotemporal neuralgia were also found to 
be associated with occipital nerve tenderness. 
In some instances of psychogenic headache, es- 
pecially those of short duration, I could not find 
tenderness of the greater and lesser occipital 
nerves. In other cases of psychogenic head- 
ache tenderness of the greater and lesser occipital 
nerves was found, but as a rule the tenderness 
was of a lesser degree than that of organic 
headache. I found tenderness of the greater and 
lesser occipital nerves, or at least at the topo- 
graphic location of these nerves, to be so con- 
stantly present during an attack of headache 
that I would hesitate to make a diagnosis of 
headache of organic origin in its absence. When 
the headaches are constant, the finding is in- 
variably present. When the headaches were 
severe, occipital nerve tenderness was often 
found in the free intervals, especially in cases 
of frequently recurring headaches. With response 
to treatment, tenderness was found to diminish 
and finally leave. Occipital nerve tenderness is 
bilaterally present, but more pronounced on the 
homolateral side in cases of unilateral headache. 
The more intense the headache, the more tender 
were the occipital nerves. 


The constancy of occipital nerve tenderness 
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in various clinical forms of headache is prob- 
ably dependent upon certain neuro-anatomical 
relationships. Wolff and his co-workers® have 
demonstrated that distention, dilatation, dis- 
tortion or traction of certain intracranial struc- 
tures such as the dural arteries, the basal cere- 
bral vessels, the basal dura and great venous 
sinuses result in pain. They have demonstrated 
that this is the mechanism operative in head- 
ache such as that induced by histamine or altera- 
tions in intracranial pressure. These painful im- 
pulses were demonstrated to be mediated by the 
fifth cranial nerve. Section of the posterior 
sensory root of the fifth cranial nerve was shown 
to abolish headache or painful impulses on the 
homolateral side. Similar observations were 
previously made by a number of other ob- 
servers.’ ® Wolff feels that all painful impulses 
which arise above the tentorium cerebelli are 
mediated through the fifth cranial nerve. Below 
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the tentorium cerebelli painful impulses are 
mediated by the upper three cervical nerves, as 
well as in the ninth and tenth cranial nerves. 
It is a well-known anatomical fact that the 
descending tract of the trigeminal nerve descends 
through the pons and medulla to terminate as 
the spinal nucleus of the fifth nerve, which be- 
comes continuous with the substantia gelatinosa 
of the upper cervical cord.? The spinal tract of 
the fifth cranial nerve descends into the cervical 
spinal cord as far as the first and second cervical 
segments and may extend as far as the third 
cervical segments.!° 

The lesser occipital nerve is a sensory nerve 
which arises from the third cervical nerve as the 
posterior primary division'® or according to 
other authors from the second and third cervical 
segments of the spinal cord.!! The greater oc- 
cipital nerve is the posterior primary division 
of the second cervical nerve.!° These nerves enter 
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the spinal cord via the tract of Lissauer to term- 
inate in the substantia gelatinosa of the upper 
cervical cord where they synapse.!° It would thus 
appear that pain impulses which arise in areas 
innervated by the trigeminal nerve travel cau- 
dally along the descending root of the trigeminal 
nerve and are thence referred peripherally along 
the greater and lesser occipital nerves at the level 
of the second cervical segment (Fig. 1). Wilson? 
says that the occipital neuralgia observed in some 
affections of areas innervated by the trigeminal 
nerve depends “on the relationship of the de- 
scending root of the fifth (substantia gelatinosa) 
to the dorsal horns of the first and second cer- 
rve vical segments.” The infratentorial intracranial 
the structures are innervated by the upper three 
to cervical nerves which accounts for occipital nerve 
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of organic headache may be understood on this 
anatomical basis. 


Tenderness of the lesser occipital nerve may 
be elicited by digital pressure in the depression 
which lies in the usual case, about 3 cm. su- 
perior-medially to the tip of the mastoid process. 
Tenderness of the greater occipital nerve may 
be best elicited by digital pressure in the de- 
pression just lateral to the insertion of the 
trapezius muscle into the occipital bone, at the 
level of the second cervical vertebra (Fig. 2). 
Valleix* describes the points where tenderness is 
to be sought, for the greater occipital nerve as 
lying on the superior nuchal line midway between 
the mastoid process and the upper cervical ver- 
tebra, just lateral to the insertion of the nuchal 
ligaments; for the lesser occipital nerve, as 
lying between the insertion of the sternocleido- 
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mastoid and the trapezius as well as over the 
mastoid process. 


SUMMARY 


Tenderness of the occipital nerves was ob- 
served in over three hundred patients who had 
widely varying clinical forms of headache. It 
was not found in some cases of psychogenic head- 
ache. An anatomical basis for this finding may 
be the relationship of the spinal nucleus of the 
descending root of the fifth cranial nerve to the 
central termination of the greater and lesser 
occipital nerves in the substantia gelatinosa of 
the upper cervical cord. 
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DISCUSSION (Abstract) 


Dr. P. L. Dodge, Miami, Fla—I should like to ask 
Dr. Perelson whether he has tried blocking? Are 
there any suggestions he might have when a patient 
complains of such headache? 


Dr. Perelson (closing).—In the first place, we must 
treat the cause not the sign. In other words, we have 
to treat the factors which are productive of the head- 
ache. In those instances in which we are unable to 
ascertain the etiology, I believe it would be a good idea 
to inject the sensitive areas in the region of the occipital 
nerves. 

I have had occasion to do this many times in my 
practice with good results in a high percentage of 
cases. However, I have had an occasional bad result 
because of improper selection, those cases having a 
marked psychogenic element. 

I should like to mention another point of interest fre- 
quently overlooked in the treatment of headache. Wolff 
has shown that there are many kinds of headache 
associated with spasm of the posterior neck muscle. The 
original pathological factors responsible for the headache 
may be adequately treated with but partial relief. 
I believe that this is due to prolonged spasm of the 
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posterior neck muscles which in itself may be causative 
of headache. It is necessary also to treat the secondary 
spasm of the posterior neck muscles in order to attain 
complete relief. 


I should like to end this discussion by making the 
suggestion that every patient with headache may be ex- 


amined for occipital nerve tenderness. It requires very’ 


little time to elicit this finding, but experience is neces- 
sary to evaluate the response of the patient. When no 
other cause can be found for the headache, you will 
be able to treat many patients with headache satis- 
factorily by injection of procaine over the tender point, 


A NEW SYNDROME 


THE ASSOCIATION OF LATENT VERTICAL 
PHORIA WITH ENDOCRINE DYSFUNCTION* 


By E. H. Coacuman, M.D. 
Muskogee, Oklahoma 


It is disturbing to review the years we have 
spent practicing our specialty, without actually 
having come to grips with the most frequent 
syndrome encountered. Latent vertical phoria 
is the usual stumbling block to a successful re- 
fraction because it is almost never looked for 
and continues to cause dissatisfaction with 
glasses until it is relieved. 

It was dissatisfaction with my own refractions 
which provoked investigation to determine why 
increased eye strain resulted from increasing the 
visual acuity. It seemed paradoxical to make 
a patient see better and at the same time make 
his troubles worse. Yet this is exactly what 
you and I are doing when we prescribe glasses 
for patients suffering from this syndrome with- 
out first correcting their latent vertical phoria. 


For five years I listened to complaints of pa- 
tients who saw 20/15 with their new glasses, 
yet who preferred less vision to the discomfort 
which followed the use of their new correction, 
while the next six years have shown that this 
discomfort arises from a latent vertical im- 
balance. Only by considering the patient as a 
whole rather than the eye alone is it possible to 
gather the information with which to predict 
these cases in advance of refraction. 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Fortieth Annual Meeting, Miami, 
November 4-7, 1946. 
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Patients with such complaints, have common pass. Neither can these patients watch wheels 


medical findings, namely: scanty eye brows 
(Fig. 1), especially the outer third, subnormal 
temperature, low blood pressure, slow pulse and 
often show a generalized edema, which is best 
detected in the lids, face and along the medial 
aspect of the lower tibia. 

It is easy to see how these latent cases are 
overlooked where this information is not gath- 
ered routinely. Yet how few of us ever take 
temperatures, blood pressures or count the pulse, 
much less search for edema before refracting 
a patient? The patient, does not need to be 
undressed, and the office nurse can record all 
the information on the patient’s chart prior to 
any refraction. It serves as an excellent guide 
to the diagnosis and relief of an eye condition 
which is being missed throughout this country 
today. 

Their complaints consist of a periodic head- 
ache, usually unilateral, and localized around or 
between the eyes, which radiates to the occiput, 
down the neck and into the scapula area. Their 
headaches follow movies, sewing, reading, card 
playing or driving, and, for that reason, are 
often present on awakening the following morn- 
ing. Patients become dizzy and nauseated if 
the eye strain is protracted and are made worse 
by stooping or turning suddenly. Train or car 
sickness is often complained of, especially when 
riding next to the train window or on the rear 
seat of a car, from watching moving objects 


Fig. 1 

Note the increasing thinness of the eyebrow from within 
outward. Patient has been on two to four grains daily 
of thyroid for five years, with decrease in puffiness of 
lids which originally was comparable to that seen in 
Fig. 2. Original monocular vertical imbalance of two 
diopters has not increased during all this time. Eye 
Symptoms relieved only after vertical prism of two right 

down was placed in right lens for constant wear. 


rotate, nor objects swing without feeling upset. 
Especially in children who are poor readers 
latent vertical phoria will be manifested by 
skipping of lines. Adults are often unable to 
draw a straight line, without slanting it up or 
down. 


Many refer to these as “sick headaches,” and 
they are occasionally accompanied by nausea, 
vomiting, and considerable dizziness, and may 
continue a few hours to a few days. Fre- 
quently they complain of neuralgic pains over 
the cheeks and jaw and are troubled with spots 
before their eyes. Some see only portions of 
objects, due to transient scotomata, and nearly 
all of them have “going to sleep” of ,heir hands 
and feet, with stiffness and cramps of the arms 
and legs, especially on arising from long resting 
positions. 

The patients are never free of fatigue for 
they feel more tired on awakening than upon 
retiring, and even light tasks fatigue them easily. 
Neither can they concentrate, nor remember as 
they have been accustomed. Lacrimation from 
photophobia is troublesome and causes them 
to resort to dark glasses. Wearers of dark glasses 
are almost sure to be latent vertical phoria suf- 
ferers and once the phoria is corrected clear 
glasses become entirely comfortable in the same 
brightness. 

They do not all come with eye complaints, 
for the patient complains first of the area which 
disturbs him most. This may mean that buzzing 
noises in the ear, or an intolerable itching or 
tightness in the external auditory canal may 
have to be cared for first. Then again it may 
be stuffiness in the nose, or a troublesome post- 
nasal discharge, a tightness in the throat, or 
cramping of the neck muscles which first arouses 
the patient’s attention. Some have tingling sen- 
sations about the cheeks, face or neck, or a 
heavy, deep aching which is difficult to describe. 


They have endured their complaints for 
months and years, and have been told that 
“sinus trouble” is causing their distress, al- 
though no sinus disease can be demonstrated. 
Others come as migraine headaches, but migraine 
has no known cause, and significantly, each of 
these migraine cases shows the findings of this 
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new syndrome. Others have been diagnosed as 
Meniere’s syndrome for which there is some 
justification, since there is no reason why the 
hydropic ear condition of Meniere’s, could not 
result from the same factors which produce the 
generalized edema seen in this latent vertical 
phoria syndrome. 

Regardless of the chief complaint that the 
patient brings, the oculist has only to note the 
scanty outer third of the eyebrow, search for 
the subnormal triad, namely subnormal tem- 
perature, low blood pressure and slow pulse, and 
look at the lids, (Fig. 2), face, and ankle edema 
to be aware of the condition that is present 
and further confirm it by finding a latent ver- 
tical phoria. Or, the oculist may reverse the 
procedure and predict accurately from the latent 
vertical phoria the clinical findings. 

This latent vertical phoria! is found by occlud- 
ing each eye separately for at least 48 hours. 
The weaker eye is occluded first since its disuse 
has contributed to its diminution in visual acuity, 
and usually the greater vertical imbalance is 
found here. The opposite eye is then occluded 
for 48 hours, and may show its deviation in the 
same or opposite direction, from that of the 
first eye. 

Occlusion of a few hours’ !°!! !? is not suf- 
ficient to relax the spastic muscles producing 
the eye strain, while occlusion of one and two 
weeks,’ > 45° is difficult to maintain, and seldom 


Fig. 2 
Both the upper and lower lids show puffiness. The usual 
thinning of the brow is evident especially toward the 
outer third. The temperature, blood pressure and pulse 
are all subnormal. Sphere and cylinder correction only 
increase patient’s headaches, asthenopia and eye symptoms 
until vertical prisms are added. 


SOUTHERN MEDICAL JOURNAL 


August 1947 


gives more relaxation than the 48 hours com. 
plete occlusion. If the occlusion is disturbed by 
the gauze or adhesive strips becoming unfastened, 
the test will not be accurate. The gauze (Fig. 3) 
should be thick enough to keep the eye occluded 
at all times. This is why frosted and darkened 
glasses for occlusion are not satisfactory. Here 
the occlusion is intermittent, rather than con- 
tinuous, for these patients fuse at intervals when 
they remove or see around the edge of their 
glasses. Patients have to be sternly cautioned 
about maintaining continuous complete occlusion 
or disappointment will ensue. 

Both eyes are kept closed when the gauze 
patch is removed until 10 prism diopters base 
in are before each eye to maintain diplopia. The 
patient’s refractive error is then placed before 
the eyes, and over the left eye a vertical multiple 
Maddox rod is added regardless of which eye has 
been occluded. The patient is now asked to open 
both eyes and to watch the light, or dot, on the 
distant chart. The head and neck must be 
straight, and held naturally erect rather than 
tilted or chin extended as some patients seem 
prone to do. Awkward positions* can produce 
error within themselves but routine attention 
will prevent faulty positions of the head. 

Now the patient sees each time a horizontal 
line with the left eye, through the multiple 


Fig. 3 
The type of patch used for complete continuous 0c 
clusion of two days over each eye. The lids are not 
pressed upon, and the lid moves freely beneath the gauze. 
The patient can detect only sunlight and darkness, with 
the eye occluded. 
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Maddox rod, and a light or dot with the right. 
The line is now brought level with the center 
of the dot by adding prisms before the right eye. 
This measures the amount of distant latent 
vertical phoria for the eye that has just been 
occluded, that is, for the right eye following 
occlusion of the right, and so on. Fifteen addi- 
tional diopter prism base in are added for pre- 
serving diplopia while the imbalance for near 
is taken. The bifocal segment must be added 
if the patient is a presbyope. Then the same 
process is repeated as for determining the dis- 
tant vertical imbalance, with a light held 13 to 
16 inches in front and at the patient’s eye level. 


The prism reading has only to be reversed, 
when transposed from the right to the left side, 
following occlusion of the left eye, such as 
right base up becomes left base down in the final 
lens prescription. Readings following occlusion 
of the right eye remain as read. This eliminates 
the necessity of visualizing the position of each 
eye when measured, and lessens confusion. 


Usually the distant and near imbalances of 
the respective eye following occlusion are the 
same. When they vary one or two diopters from 
one another a compromise figure between the 
two is taken as the amount of prism which is 
needed in the patient’s lens of that side because 
these readings are relative, rather than absolute, 
the same as sphere and cylinder prescriptions 
are relative, because nature frequently responds 
to less correction than the cycloplegic refraction 
indicates. 

If the variation between distance and near is 
greater than two prism diopters in either eye the 
patient is furnished with separate glasses for 
distance and near unless a presbyope, then the 
additional prism for near is placed in the bifocal 
segment. 

Nearly always the entire vertical prism can be 
placed in the distant segment. All of the meas- 
ured vertical prism for the occluded side is kept 
in the lens of the respective side, if the case is 
a binocular imbalance, and all cases measuring 
more than one-half vertical prism diopter to 
each eye are considered binocular insufficiencies. 
Usually these binocular imbalances show a much 
greater phoria following occlusion of one, than 
after occlusion of the opposite eye. The greater 
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prismatic correction is placed in the patient’s 
lens corresponding to the eye giving the greater 
measurement, following occlusion, and the lesser, 
of course, in the opposite lens. 


In this way hypophoria of each eye, or 
hypophoria of one eye with hyperphoria of the 
opposite eye, or hyperphoria of each eye can be 
measured. Some authors!’ !4151617 sneak of 
this lesser and greater deviations as the primary 
and secondary deviations. It was probably the 
conviction that the muscle balance of the eyes 
was maintained by a binocular mechanism 
which made many previous investigators con- 
clude their search for latent vertical phoria 
with monocular occlusion. Failure to occlude 
each eye separately causes the imbalance of the 
second eye to be missed. So there is quite a 
zone for error, depending upon whether mon- 
ocular or binocular occlusions are done. Binocular 
occlusions are necessary to differentiate between 
monocular and binocular types as well as to 
measure the amount of imbalance of each eye. 


Since many of these cases are only monocular 
imbalances,'® !9 the rule of placing all the prism 
on the side from which the post occlusion meas- 
urement was made, is followed in prescriptions 
no higher than two prism diopters. If the prism 
measures greater than two it is split between 
the two lenses, taking care to reverse the prism 
direction when carried to the opposite eye. For 
example, a monocular reading of four prism 
diopters right base down would be divided 
equally between the two lenses, with two right 
base down, and two left base up. In prescrip- 
tions of prisms alone, with low sphere or cylinder 
corrections, this is necessary in order-to balance 
the lens weight in the patient’s frames. When 
prescribing vertical prisms alone, care should be 
exercised to keep the prism base down, as often 
as possible, in order to avoid the prismatic light 
reflex disturbing the patient’s vision, especially 
at near. 


When the latent vertical phoria totals more 
than 2 diopters, the patient should be informed 
that transient diplopia of 10 to 20 minutes may 
occur each morning for a couple of weeks, be- 
cause it takes that interval each time to draw 
the eyes to the same horizontal plane. On re- 
moving the glasses in the evening, the patient 


by 
ed, 
ded 
ned 
lere 
hen 
heir 
med 
sion 
4 
base 
The 
fore 
tiple 
has 
the 
t be 
than 
seem 
duce 
ntion 
ontal 
tle 


660 


may have a sensation of falling since the eyes 
revert to their old imbalance without the pris- 
matic correction to hold the eyes to a common 
line. This “on and off’? phenomenon is seldom 
complained of because the patient has secured 
a long-sought relief. 


The distress of one degree vertical imbalance 
is equal to fourteen degrees of horizontal devia- 
tion according to Stevens, which illustrates its 
importance. Then, too, many of the horizontal 
deviations can be reduced considerably by simple 
refraction as with hyperopes showing esophoria 
or esotropia, or myopes with exophoria or exo- 
tropia. But this is in vivid contrast to the 
increased asthenopia, which follows refraction 
correction in vertical imbalances, where the 
visual acuity is about equal in the two eyes, 
unless the vertical prism is given simultaneously 
with the ametropic correction. The improved 
visual acuity following refraction with spheres 
and cylinders, stimulates anew the desire for 
fusion, but in vertical muscle imbalances fusion 
cannot comfortably be maintained without prism 
correction, hence the array of increased symp- 
toms, when new glasses are prescribed without 
vertical prisms. 


This lack of vertical correction is the com- 
mon reason why patients refuse to wear their 
new glasses continuously, especially those in 
their early presbyopic years. In vertical im- 
balances the two eyes tend to move on different 
levels, making it necessary for the two levels to 
unite before painless fusion occurs. The closer 
objects are held the greater this fusion effort, 
and not until this factor is corrected will bifocals 
cease to be dreaded. 

Latent vertical phoria consistently appears in 
patients who have subnormal temperature, low 
blood pressure, slow pulse and often a generalized 
edema, so that the presence of one leads to the 
discovery of the other. This saves repetition of 
refractions and lens changing to relieve the 
asthenopia for which the patient originally came. 
Oculists who fail to recognize and correct such 
common muscle imbalances, are not fulfilling 
their patient’s confidence. Patients bring their 
complaints expecting oculists to find their origin, 
with scientific accuracy, rather than with trial 
and error methods. 
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Headaches, dizziness and eye strain symptoms 
are the rule following skull fractures, auto acci- 
dents, or violent vibratory shake ups of any kind 
and these are consistently relieved by finding 
and correcting the amount of latent vertical 
phoria. Of course, such traumatic cases do not 


“necessarily show the subnormal triad with edema 


which is characteristic of this syndrome, but 
their latent vertical phoria produces the same 
type of headache and asthenopia as if they had 
the same background. Therefore a latent ver- 
tical phoria may be of traumatic as well as 
functional origin. 


Endocrine dysfunction’ is thought to be the 
chief cause of this syndrome since the eye and 
skeletal muscles are equally affected, as shown 
by the stiffness, cramping, and numbness in 
the muscles of the extremities, and, as measured 
in the eye muscle by the amount of latent ver- 
tical phoria. In a series of eighty-seven consecu- 
tive and unselected cases showing this subnormal 
triad with generalized edema, the urine, blood 
Wassermann, heart, lungs and general examina- 
tion were all negative. Of this same series sixty 
per cent showed ambulatory basal metabolic 
rates ranging from minus eleven to minus thirty- 
three, while an additional thirty-one per cent 
gave readings ranging from minus one to minus 
ten. Of the remaining seven cases, three were 
zero readings, two had readings below plus 
ten, and two between plus eleven and plus 
twenty-nine. 


Added to this is the clinical observation that 
the syndrome is most frequently met during 
the climacteric phase of life, at puberty, during 
pregnancy, with greater accentuation a few 
months postpartum, following bilateral oopherec- 
tomy, and tends to increase gradually with the 
wear and tear of age. Also the syndrome is 
not unusual in hypoglycemia, ovarian cysts, and 
diabetes mellitus, which are all endocrine upsets. 
EspeciaJly where dizziness is the major com- 
plaint in a stocky individual with a beginning 
rise in blood pressure, quite often a diabetic 
curve is found with the two-hour Reynolds- 
Conner glucose tolerance test, in the face of a 
previously negative twenty-four hour or single 
specimen urine. Correcting the latent vertical 
phoria controls the dizziness temporarily but 
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unless the diabetes is diagnosed and controlled 
the phoria’s progress is unimpeded. No fundus 
changes are seen in these cases, so it is important 
to classify these cases as due to thyroid, pan- 
creas, ovaries or otherwise before releasing them. 


The subnormal triad cases with generalized 
edema respond promptly to thyroid therapy, 
which is given in divided doses always after 
meals, in ample amounts, which in the average 
adult varies from two to three grains daily. In 
those cases where the thyroid is continued from 
one annual refraction to the next, the vertical 
imbalances progress at a slower rate, than in the 
less faithful patients. The wear and tear of 
life deteriorates the extraocular muscle tone, 
as well as ciliary muscle tone and with meno- 
pause, the endocrine upset often brings about a 
crisis in the muscle balance. Consequently pros- 
tration from nausea, vomiting, dizziness, photo- 
phobia and headaches lead to migraine and 
Meniere symptoms, while correction of the ver- 
tical imbalance plus endocrine therapy re-estab- 
lishes the patient’s equilibrium. This indicates 
the cause, course and treatment of these cases. 

Doubtless gravity plays a significant role in 
the production of these imbalances because in 
either the monocular or binocular type of latent 
vertical phoria the predominance of hypophoria 
is found. 

Nicotine, caffeine and alcohol should be de- 
nied these patients since their consumption in- 
creases the pulse rate which is very important 
in regulating the thyroid therapy. These pa- 
tients are checked at monthly intervals. usually, 
and the dosage raised or lowered as the findings 
indicate. These patients feel as if a new lease 
on life has come to them whereas previously they 
thought themselves close to the end. 

The amount of latent vertical imbalance is 
often surprising, for the patient has been taught 
to associate his suffering with “sinus trouble,” 
migraine, Meniere’s syndrome, “sick headaches,” 
or even stomach and gallbladder disease, rather 
than with ocular muscle imbalance, and not 
until these symptoms have cleared, following in- 
clusion of vertical prisms in the lenses, does the 
patient give up these various classifications of 
suffering. 


It is important to know that this syndrome is 
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a dominant characteristic and inherited. When 
one parent is found to be a victim, some of the 
children are sufferers, and if both parents have 
this syndrome a majority of the children will 
show it. Therefore, the oculist can be quite sure 
that other members of the family have this 
condition, when such a case is found. 


This helps especially in handling school chil- 
dren who are doing unsatisfactory school work, 
although their school screening tests show their 
vision to be normal in each eye. When these 
cases are occluded a surprising amount of latent 
vertical phoria is uncovered and always the full 
amount of prism is prescribed, since these chil- 
dren are negligent of their therapy and will 
increase in vertical imbalance by the next annual 
examination. Therefore it is imperative to keep 
abreast of the vertical imbalance as nearly as 
possible. 


Styes, chalazia, marginal and scaly blepharitis, 
injection of the conjunctival and scleral vessels, 
lid spasm and blinking are all found in this 
group of eye strain cases just as in any other 
group of refraction cases. 

Routine search for latent vertical phoria will 
help explain the prevalence of anisometropia, for 
this is as frequently seen, and therefore must 
have a common origin. Latent vertical phoria 
does not fluctuate from moment to moment, 
week to week, nor month to month, but is con- 
stant for long periods of time. These patients fail 
to obtain relief unless the phoria and syndrome 
are diagnosed and treatment instituted, for in 
no other way can relief be sustained. 


CONCLUSION 


Latent vertical phoria is constantly associated 
with anisometropia, thinning of the outer third 
of the eyebrow, as well as a triad of signs con- 
sisting of subnormal temperature, low blood 
pressure and slow pulse, with frequent gen- 
eralized edema. 


Clinical and laboratory findings indicate that 
it is based upon endocrine dysfunction, usually 
hypothyroidism, yet other glands in the endo- 
crine chain may be chiefly at fault, as in diabetes 
mellitus or ovarian dysfunction. Therefore, this 
latent vertical syndrome is a general and not a 
specific sign of endocrine dysfunction. It does 
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not indicate the gland involved, nor its rate of 
activity, but points to endocrine dysfunction as 
the basis of the syndrome. 

This syndrome is the cause for most head- 
aches, pains and neuralgias undiagnosed about 
the head and neck today. Its detection is not 
difficult, and its relief certain, once its presence 
is proven. Therefore, migraine, Meniere’s, “sick” 
and “sinus” headache cases with asthenopia, diz- 
ziness, photophobia, lacrimation, general fatigue 
and paresthesia should have the benefit of latent 
vertical phoria syndrome consideration, in dif- 
ferential diagnosis, rather than be left stranded 
to become chronic drug users, if not addicts, in 
their efforts to gain relief. 

Since separate occlusions of each eye have 
shown both a greater and a lesser latent vertical 
phoria in many cases, the full correction of which 
gave better results than monocular occlusion 
corrections alone, it seems that the controlling 
innervational mechanism does not govern con- 
tinually in a binocular manner in all cases. Per- 
haps the phylogenetic forward migration of 
human eyes has contributed towards this mon- 
ocular residual control. Certainly the comfort 
secured from wearing vertical prisms by several 
hundred patients during these six years is suf- 
ficient evidence that it exists, otherwise these 
prescribed vertical prisms would create rather 
than relieve a vertical imbalance. 

Binocular occlusion will disclose many of the 
shortcomings of monocular occlusion, for each 
eye must be occluded separately before its latent 
vertical phoria will become manifest. The in- 
clusion of these vertical findings into the pa- 
tient’s lenses will bring comfort rather than 
distress. What clinical procedure have we with 
more conclusive proof than this? Unless these 
findings are sought routinely in our refractions 
we oculists will continue to fall short of fulfill- 


ing our patients’ faith in us to correct their latent 


vertical imbalances. 


The late Prof. F. W. Marlow originated the 
occlusion test for latent phorias, both vertical 
and lateral, while we have shortened the oc- 
clusion period from two weeks to two days and 
shown the association of latent vertical phoria 
with endocrine dysfunction, as well as stressed 
the necessity of maintaining dyplopia while 
measuring the latent vertical phoria, after oc- 
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clusion of each eye separately, in order to pre- 
vent fusion or diminution in the total amount of 
vertical imbalance. 


Search of medical literature has failed to yield 
any description of this syndrome with its endo- 
crine background, so this is offered in the belief 
that it adds to our medical knowledge and will 
help diminish the aches and pains which fre- 
quently beset the human body. 
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Ocular Movements. 


DISCUSSION (Abstract) 


Dr. William B. Clark, New Orleans, La.—Dr. Coach- 
man is an old friend of mine. Our friendship goes back 
to the days of his residency in our hospital where I was 
a junior instructor. So it is for personal reasons, if no 
other, that I regret that I cannot go along with him 
on his revival of the Marlow prolonged occlusion test. 
I am tremendously interested in extraocular muscles, 
their function and anomalies, and it has been only 
through the teachings of the late Dr. Alexander Duane 
and Dr. James Watson White and the principles they 
describe that I have been able to appreciate why this 
test has no foundation in establishing a diagnosis. Dr. 
Harold W. Brown, the associate of the late Dr. White 
during the last two decades of his life, was the guest of 
the Department of Ophthalmology at Tulane University, 
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giving a course of instruction to our postgraduate 
students, when I received a copy of Dr. Coachman’s 
paper along with some reprints of his previous papers. 
I took the liberty of asking Dr. Brown to read these 
papers and comment on them, and this comment stood 
out particularly to me: “What a shame for such a smart 
and energetic doctor to spend so much time with the 
prolonged occlusion test when, if he used the same 
amount of time in making a correct diagnosis instead 
of getting ready to treat a symptom, he would soon find 
out why his patients have vertical muscle anomalies 
and be ready to do something about them!” I am sure 
that I need only remind you that he is correct, because 
Dr. Coachman says that all of his tests, even before 
and after occlusion, are made in the primary position, 
and a phoria finding in the primary position has no 
diagnostic value except to show that there is some dis- 
turbance in function in one or more of the extra-ocular 
muscles of the individual being examined. I noted in 
another paper that Dr. Coachman read recently before 
the Oklahoma State Medical Association that he does 
not follow Marlow’s teachings in their entirety in that he 
does not bother to take the deviations in the cardinal 
positions of gaze; that he is satisfied with his findings 
taken in the primary position. 


I had a personal communication from Dr. Coachman 
the other day, commenting on a copy of Duane’s thesis 
that I presented him with some weeks ago. I am certain 
that Dr. Coachman did not carefully study Duane’s 
thesis. If he had studied it, and if he had interpreted 
it properly, he never would have written me the letter 
that he did accompanying the final copy of this paper. 
In that letter he said that Duane deals principally 
with tropias. I am sure that he understands that the 
only difference between a tropia and a phoria is the 
individual patient’s ability to overcome the defect, and 
what holds true for a tropia certainly holds true for a 
phoria. 


I note with interest that in this paper he has changed 
his routine of placing the Maddox rod over the left 
eye and having the patient look at the light with 
the right eye. I assume that this is because he has 
found that not all patients fix dominantly with the eye 
in which they have the best visual acuity. It is fre- 
quently the reverse and your Maddox rod findings, 
whether you use the straight Maddox rod or the 
screened Maddox rod, will vary considerably both in 
the primary positions and the cardinal positions of gaze, 
depending on whether the patient is fixing with the eye 
that has the paretic muscle or with the non-paretic eye, 
and this is of great importance, particularly if vertical 
prisms are to be prescribed for correcting a vertical 
deviation. 


I also note that most of Dr. Coachman’s patients have 
five prism diopters or less of deviation, even after 
occlusion. Then, certainly, most of his patients must 
be made up of a group who are constitutionally weak 
or emotionally deficient, for I am sure that you, like 
me, have seen many patients with as much as 25 prism 
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diopters of vertical phoria in the primary position; 
and I say phoria, because the patient has enough cir- 
cumvergence to handle this defect and still remain fairly 
symptom-free. 


When it came to the question of thyroid therapy, I 
had to admit my deficiency and there, again, I called in 
outside help. I asked Dr. William H. Géillentine, the 
endocrinologist in the Department of Medicine at Tulane 
University, to read this and the other papers Dr. Coach- 
man had written and give me some comments, and I 
would like to quote Dr. Gillentine: 


“The syndrome described by Dr. Coachman has 
many parallels in the literature of migraine, rheu- 
matic diseases as well as the ear, nose and throat 
literature. Dr. Ferris Smith of Grand Rapids, Mich- 
igan, has written a number of articles on a type of 
vasomotor rhinitis associated with a simfiar clinical 
picture and relieved by thyroid. The evidence attempt- 
ing to establish the endocrine cause of this syndrome 
in all of these articles is based on the fact that the 
syndrome resembles that of myxedema. No labora- 
tory evidence is presented by any of these men which 
proves the syndrome to be due to hypothyroidism 
or any other endocrine condition. 


“The author says that the vertical imbalance does 
not improve when thyroid is administered: also that 
the imbalance increases when the patients fail to take 
medication: and that it is present in hypoglycemia, 
ovarian dysfunction, and diabetes mellitus. I would 
be inclined to think that this syndrome is due to 
some physiologic or biochemical disturbance that 
may be common to the conditions mentioned by the 
author as well as other diseases not endocrine in 
origin. I am sure that Dr. Coachman realizes that 
he has not presented evidence to prove this syn- 
drome to be of endocrine origin. However, he has 
made an interesting contribution on the stimulative 
effect of thyroid therapy on the syndrome associated 
with extra-ocular muscle imbalance. 


“I have always preached conservatism in the non- 
specific use of thyroid having seen cardiovascular 
disease and so-called malignant exophthalmos pro- 
duced by its administration. The maximum dose we 
use is not over 1% grains of thyroid substance 
(USP) since this is sufficient to bring the metabolism 
even in myxedema, to minus 5. I do not approve of 
the use of larger doses either by the gynecologist, 
allergist, eye, or ear, nose and throat specialist unless 
significant lowering of the metabolism is present.” 

Now, what conclusions can we draw? Certainly not 
much from my discussion, except that I do not agree 
with the essayist, and I have only Duane and White as 
authority for my contention, and the essayist has 
already stated that he does not accept these men as 
authorities. So my conclusions are these: that if all of 
us study our cases of muscle anomalies thoroughly and 
make a diagnosis before we decide what we are going 
to prescribe, we will probably divide them into two 
groups: those with muscle palsies, for whom we can 


= 
4 
| 
“4 
3 
a 


664 SOUTHERN MEDICAL JOURNAL 


prescribe prisms, recommend surgery, or both; the other 
group are the psychoneurotics, for whom we can do 
much by listening to their stories, prescribing prisms and 
instrumentation, and thyroid extract, if you desire. This 
is not quackery. This is what our friends the psychi- 
atrists are pleased to call psychosomatic medicine. It is 
my belief that this is the type of medicine Dr. Coach- 
man has been practicing on his patients. He listens to 
his patients’ stories with interest, he reassures the pa- 
tients with his conversation, his instrumentation, and 
prolonged occlusion, and by so doing he convinces the 
patient he is going to do something for him. As a 
result, the patient feels better and his symptoms dis- 
appear. 

It would be interesting to us and other groups if Dr. 
Coachman would run a control group for us, using 
exactly the same approach, and procedure, except when 
it comes to the prescribing of thyroid therapy. If he 
would prescribe some inert substance and tell the 
patient he is receiving thyroid, it is my guess that his 
percentage of cures would be just as high in the con- 
trol group. On the other hand, should he cut down on 
the time, interest or instrumentation that he is giving the 
patients and double his dose of thyroid, it is my belief 
that his percentage of failures would probably be as 
high as his percentage of cures now is. 


Dr. Coachman (closing).—Duane in his reclassifica- 
tion of motor anomalies of the eyes, fifty years ago, 
explained that he did not test routinely for vertical 
phoria. The only types his method of screening will un- 
cover are the manifest vertical phorias while the tropias 
are already evident and need only classification. This 
is why Duane and others have overlooked the entire 
group of latent vertical phoria, for only after occluding 
each eye forty-eight hours will the latent vertical im- 
balance become fully manifest and measurable. A 
moment’s occlusion with the screen test is worthless in 
detecting latent vertical phoria. 


Unless diplopia is maintained the latent phoria, which 
is now momentarily converted to a manifest phoria by 
the occluding patch, will rapidly revert to its immeasur- 
able latent phoria phase within a matter of seconds to 
minutes. This is nature’s way of maintaining binocular 
fusion, even at the cost of tension and stress producing 
the patient’s trouble. Therefore those who have 
previously measured the latent vertical phoria without 
base in prisms for preserving diplopia have caught only 
a fraction of the true vertical imbalance. Those who 
have occluded only one eye have missed the vertical 
imbalance in the opposite eye, which contributed to their 
percentage of failures. The vertical imbalance in each 
eye must be uncovered separately before the patient is 
fully relieved of the ocular complaints. Vertical prisms 
would create rather than relieve a vertical imbalance if 
these vertical measurements during diplopia were not 
the true findings. The comfort they bring proves that 
the vertical imbalance is corrected. 

Routine patching of eyes, and prescribing the full 
amount of vertical prism would ruin any refraction 


August 1947 


practice, if vertical imbalances were thus created, rather 
than relieved. To the contrary my refraction work has 
trebled, and in addition the post refraction complaints 
have decreased to a new low. Now the patient is re- 
lieved of his latent vertical imbalance, in the same lens, 
as his visual acuity is improved, rather than increasing 
his eye complaints when the vertical imbalance is 
ignored. Lateral imbalances will lessen usually when the 
refraction and vertical imbalances are corrected. 

The patient is troubled far more when the tension 
and stress are actively producing the initial break from 
comfortable fusion of the orthophoric state than after 
the condition has progressed into manifest phoria or even 
further into tropia. The very presence of tropia in- 
dicates nature has resorted to monocular vision. 

Those who claim that occlusion of the eye only dem- 
onstrates a normal upward deviation of the eyes when 
the lids are closed, as in sleep, cannot explain why some 
of these occluded eyes deviate downward instead of 
upward, nor why one eye occlusion gives a greater 
deviation than its mate, nor why there is a lack of 
return of either eye to the orthophoric state, as follow- 
ing sleep. 

The role of unlevel orbits in vertical phoria and 
phylogenetic rotation of the eyes from a lateral to an 
anterior position in the head may account for some of 
these imbalances but does not explain why these vertical 
phorias group themselves at the climacteric, puberty, 
and pregnancy periods. 

The claim that latent vertical phoria is not a wide- 
spread condition is nullified by finding this syndrome 
in persons from all sections of the country when these 
visited our local army camp. Any observer has only 
to occlude his next ten refraction cases to gain sur- 
prising knowledge of the relative frequency. with which 
latent vertical phoria and its accompanying syndrome 
occur. It is dominant and will be found to follow the 
Mendelian law in its dominance. Inclusion of the full 
vertical prismatic correction will give much greater 
satisfaction to the patient than the same prescription 
minus the vertical prisms. Oftentimes vertical prisms 
are the only correction needed, especially in school 
children to reestablish comfortable orthophoria. 

This syndrome is not based on any chemical de- 
ficiency is. (he soil which might affect diet, since Okla- 
homa A. and M. College has given analyses disproving 
this claim. Instead, it seems connected with the wear 
and tear of life, with greater groupings at the periods 
of life when the endocrines are undergoing the greatest 
change. 

Patients with one blind or amblyopic eye, never suffer 
from headaches or asthenopsia of the latent vertical 
phoria type, because no fusion effort is present and no 
symptoms are provoked. Therefore, patients with ver- 
tical imbalances must have binocular vision, before the 
fusion effort produces symptoms and the nearer equal 
the eyes are in visual acuity the greater the effort and 
the greater the symptoms when fusing. 


It is well to remember that endocrine imbalances such 
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as hypothyroidism, or diabetes mellitus hasten the onset 
of generalized arteriosclerosis with hypertension, so the 
presence of latent vertical phoria in these advanced cases 
does not invalidate the claim that low, rather than high 
blood pressure, is typically present—instead it merely 
indicates a late stage of the disease. Low blood pressure 
is the most constant finding in the latent vertical phoria 
syndrome, because the temperature is commonly elevated 
from smoking, warm drinks or infections, while the 
pulse may be elevated to give a false picture from 
caffein, nicotine, exercise or an accompanying allergy 
or infection, yet with all these hazards the blood pressure 
usually remains low to help indicate the syndrome. 


Dr. Clarke and I have been at friendly odds over this 

syndrome for several months, so each knew the other’s 
opinion before today. Neither he, nor any of the men 
he quotes has had any actual experience with prolonged 
occlusion, and not until they do will they abandon their 
present views. Ignoring this syndrome will not make it 
vanish, for this is what I tried to do for five years. 
' I am a latent vertical phoria case myself, and con- 
sequently understand these patients’ desire for relief. 
The same glass prescription was worn by me for several 
years with asthenopic symptoms, which the same pre- 
scription with vertical prisms included have relieved for 
the last six years. Therefore I have experienced both the 
patient’s and the physician’s end of this. 

Knowing the individual muscle at fault by finding 
limited motion in its field of action is the accepted, 
and best means we have of diagnosing muscle anomalies 
in separate muscles. On that, everyone can agree, and 
we give all credit to Duane and his followers for having 
conclusively proven this. This method was used by 
Duane, in manifest and tropia types of muscle anomalies, 
with the idea always of tracing the anomaly to its source 
of trouble, that is, to the actual muscle causing the eye 
to deviate. Without this information, surgery should 
not be undertaken and Duane was highly successful in 
separating the manifest and tropia types into groups 
which could profit by surgery as well as those who could 
not be helped by this means. 

The point which seems to irk my opponents is for 
anyone to dare think there is more to muscle anomalies 
than Duane discoveréd and so well described in his 
thesis fifty years ago. On the other hand there are some 
of us who marvel over Duane’s ability to untangle as 
much as he did from the perplexities in ocular muscle 
work. It certainly is no compliment to the rest of us 
that we have discovered so little about muscles since 
that time. 

What Duane contributed to the understanding of the 
individual muscle, Marlow contributed to the under- 
standing of the ocular muscles acting collectively. It 
takes both of these men to give us what neither could 
do separately. Each has sound principles in his teachings, 
but neither has the entire answer to ocular anomalies, 
for if we diagnose only the type of cases which Duane’s 
method will uncover, we miss a tremendous group, com- 
posed of seventy to eighty per cent of anyone’s refrac- 
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tion cases, which Marlow rightfully gets credit for dis- 
covering. 

In latent phorias, of both vertical and horizontal 
types, the muscle anomaly is in the stage where the 
muscle can no longer maintain orthophoria with comfort. 
It has not reached the manifest nor tropia state, in fact, 
its presence can only be proven by prolonged occlusion, 
rather than the momentary occlusion of screening, like 
Duane describes. Marlow has measured the individual 
muscle deficiencies in these latent phorias, but since 
none of them are needing surgery for correction, he 
shows us how to correct them by medical means, that 
is, by inclusion of prisms in the patient’s lenses for 
continual wear. 

The question in these latent phoria cases, as Marlow 
pointed out, is still unsettled even after we know the 
individual muscle deficit. For instance if we have a 
single muscle which is deviating one, three, four, etc., 
diopters from its normal amount of action, it will throw 
the remaining extra-ocular muscles out of their ortho- 
phoric line, and cause the visual axis of the bulb to 
depart from its previous orthophoric position, just as 
one tent pole rope can alter the position of the pole 
by being tight or loose. 

Vertical imbalances prior to occlusion and after 
occlusion should always be measured. What does 
each set of figures represent? Those before prolonged 
occlusion may show anywhere from perfect balance up 
to several prism diopters of vertical imbalance, while 
after prolonged occlusion the same patient will show a 
greater vertical imbalance. What does this mean? It 
means simply that the patient’s asthenopia is produced 
when the muscles are forced to make up the difference 
between the post and preocclusion figures. The or- 
thophoria that the patient may have shown before 
prolonged occlusion was maintained only by straining 
the amount which prolonged occlusion showed. Giving 
the post occlusion prism will restore comfortable muscle 
balance, and it is for this the patient has been searching. 

After all no patient reads in the line of action of 
any one muscle; instead the greater amount of focus- 
ing is generally straight ahead, or mild deviations from 
that axis, which of course is regulated by the extra-ocular 
muscles collectively, not separately. Therefore, our job 
is to determine in these latent vertical phoria cases, 
whether the extra-ocular muscles maintain vertical balance 
with ease or with strain, and if the latter, how much 
strain. It is only the prolonged occlusion which gives 
us both these qualitative and quantitative answers. 

We need a method which will shorten or eliminate 
the two-day period of occlusion of each eye for this 
is the most trying phase of the whole procedure to 
the patients. By complete continuous rather than in- 
termittent occlusion, we have shortened the period 
from two weeks to two days for each eye, but in our 
modern world this is still not fast enough. The trouble 
is never in getting the patient to wear the correcting 
lenses but to wear the occluding patch, which is much 
better than if the reverse were true. 
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THE ABUSES OF X-RAY AND RADIUM 
IN DERMATOLOGIC CONDITIONS* 


By A. H. Lancaster, M.D. 
Knoxville, Tennessee 


We may ask ourselves what is being done 
with x-ray and radium in the treatment of 
dermatologic conditions. X-ray, undoubtedly, is 
the most valuable single therapeutic agent that 
we possess in the practice of dermatology, and 
like all other good therapeutic agents it is some- 
times overused for the welfare of the patient 
since harmful effects of x-rays are often late 
in developing. Those of us who have been 
practicing dermatology for a long period of 
years have observed many harmful results from 
the improper use of x-ray as well as beneficial 
effects from its proper use. Since the introduc- 
tion of x-ray and radium about fifty years ago, 
their use has been so extensive that we have 
had an opportunity to observe such abuses as 
well as the numerous advantages when correctly 
administered. In the earlier years, almost every 
disease was treated with x-ray in the attempt to 
evaluate its use in the practice of medicine; 
now we are much better prepared to evaluate its 
advantages and disadvantages, and we have been 
furnished with methods which make its intelli- 
gent use safe. We should be deeply grateful to 
our predecessors and colleagues who have, 
through their untiring work, keen observation, 
and their dissemination of such knowledge both 
through medical literature and helpful conversa- 
tion, reduced the hazards incident to the use of 
this valuable therapeutic agent. I think there 
has not been enough emphasis put on the abuses 
of x-ray, for in a review of the modern texts it 
is interesting to note the conditions in which 
x-ray is recommended, and the fact that the 
contraindications are often not emphatically 
enough stressed. ; 

One of the greatest abuses of radiation therapy 
is to use it as a matter of routine without a work- 
ing diagnosis. Too often it is administered with- 
out any opinion as to the diagnosis. On one 
occasion, when I was discussing the use of radia- 


*Chairman’s Address, Section on Dermatol 
Southern Medical Association, Fortieth Ann 
Florida, November 4-7, 1946. 


and Syphilology, 
Meeting, Miami, 
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tion therapy with a roentgenologist, he admitted 
its use without an opinion to the diagnosis and 
said that if it failed, the patient could see a 
dermatologist. Such practice in treating scabies, 
chancre, secondaries, gumma, drug eruptions, 
and many other skin conditions renders dis- 
appointing results and is a hazardous procedure. 
In other cases, it is detrimental to the interest 
of the patient’s dermatologic condition, par- 
ticularly if the malady happens to be lupus ery- 
thematosus: indeed, if used in such a manner on 
us, we would consider such practice an indict- 
ment against the user. Many of us who realize 
the facts are pacifists for our own welfare and 
continue to permit many injustices which reflect 
not only upon x-ray but upon the medical pro- 
fession as well. 

In some dermatologic conditions, x-ray is the 
only agent necessary to obtain the most desired 
results. In some, the intelligent application is 
the most advantageous agent, and in others a 
minor but necessary part. The abuses very often 
are in dermatologic conditions in which x-ray 
is most useful; the error at times is from too 
little, but more often it is from too much irradia- 
tion. Especially, is this true from too little ir- 
radiation in malignancies and too much in in- 
flammatory, metabolic, and contact dermatoses. 
We should consider x-ray as another therapeutic 
agent and try to use it in combination with 
other useful therapeutic agents, at the same time 
using all available diagnostic procedures along 
with a careful history. When this is done, we 
will notice an appreciable drop in the abuses of 
x-ray and an improvement in dermatologic 
therapy. In acne, x-ray is grossly abused, yet 
I should say in many cases it is indispensable. 
For example, the physician should take protec- 
tive measures by taking into consideration age, 
texture of skin, complexion (blonde, brunette or 
redhead), endocrine abnormalities, the nutri- 
tional state of the patient, habits and many other 
factors, and should not rely wholly upon x-ray 
as the sole therapeutic agent. We should also 
have the courage to discontinue its use when 
expected results are not obtained. Many of 
us are still seeing acne treated from six to fifteen 
months with evidence of undesired x-ray changes 
and the presence of residual acne with very little 
else being done for the patient. The same can 


Vol 
suc 
tio 
| 
pli 
mt 
its 
qu 
ev 
int 
th 
da 
su 
of 
or 
ar 
sa 
re 
sh 
of 
fa 
ni 
al 
te 
W 
d 
Cc 
a 
s 
i 
I 
1 
1 
1 

ogy 


Vol. 40 No. 8 


be said for many other dermatologic conditions 
such as psoriasis, lichen planus, mycotic infec- 
tions, and particularly the contact eruptions. 


When we consider the proper technical ap- 
plication of x-rays and radium, many factors 
must be taken into consideration. The machine 
itself must be thoroughly calibrated and fre- 
quently checked. It should be calibrated for 
every standard procedure that we expect to use, 
including the unfiltered, and with every filter 
that we expect to use. When using filtered 
x-radiation, we should keep in mind the depth 
dosage and indications and contraindications for 
such dose in any particular area because much 
of our x-ray therapy in dermatology is over 
organs highly sensitive to irradiation. For ex- 
ample, about the face there are the eyes and 
salivary glands; around the pelvis and inguinal 
regions the testes and the ovaries. Particularly, 
should the latter be considered in the treatment 
of infants. When there is more than one ex- 
posure, consideration should be given to the 
factor of overlapping of the rays; all tissues not 
needing treatment should be protected, and each 
area should be carefully examined before the 
next treatment. Even in this modern day, gross 
technical errors are being committed such as the 
treatment of pruritus ani without undressing the 
patient; having the patient retract the buttocks 
without protection for the hands, and on the same 
day or soon thereafter treating the hands without 
considering the x-ray that was unintentionally 
administered to them and of which no record 
was kept; treating acne on the chest and the 
back without taking the patient’s shirt off. From 
such procedures I have seen harmful effects and 
so have many of you. Even today, we are see- 
ing in patients treated for acne, chronic x-ray 
changes of the skin over the Adam’s apple as a 
result of failure to protect the neck with lead or 
with leaded rubber, to say nothing of the possi- 
bilities of the damaging effect on the thyroid 
gland in such instances, in spite of its supposed 
resistance. 


Much has been written on idiosyncrasy to x- 
ray. Most authorities today, however, do not 
believe in idiosyncrasy but instead interpret it 
as variation in tolerance. If we take a base line 
of four as representing an erythema dose, we 
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will find that some individuals will show an 
erythema from one-fourth this amount; whereas, 
at the other extreme there may be individuals 
who show practically no reaction to four times 
this amount. Of course, these extremes are the 
exception. It has been my observation that in 
some individuals who have been treated for 
epitheliomas with radium and who have received 
perfect results, an appreciable radium reaction 
was never noticed, not even the slightest itching. 
On the other hand, the same dose administered 
to some other individuals may produce a re- 
action which will be from eight to ten weeks 
healing. Those with high tolerance are usually 
elderly brunettes; those with low tolerance have 
the Scotch-Irish skin and may be of any age. 
Since we have our machines calibrated reg- 
ularly and know the output and amount that 
any area should receive, if many treatments are 
to be given, as in acne, it is wise to do a tol- 
erance test upon many of our patients. Soon 
after McKee’s article published in 1926, I began 
doing these tests on selected patients, partic- 
ularly blonds, redheads, and younger individuals 
where I thought x-ray was essential, and I was 
surprised at the variations in tolerance in dif- 
ferent individuals. It is true, these tests are 
time-consuming, taking possibly from five to 
eight minutes, but they are comforting to both 
physician and patient. As a result of these tests, 
in some patients the dose was reduced to one- 
half that recommended and results were just as 
satisfactory. Such observations lead to the re- 
duction of the number of r. for many patients 
with as good results as in cases which received 
the accepted recommended doses. By calibrat- 
ing our x-rays and testing the tolerance of pa- 
tients, we are doing much to reduce the damaging 
effects on tissues. 


We see numerous circumscribed areas of the 
skin showing chronic x-ray changes from treat- 
ment given in the past to benign or precancerous 
lesions. Such lesions themselves are often more 
disfiguring and more dangerous than the original 
pathologic condition. In the young, x-ray and 
radium have a definite place in the treatment of 
certain types of angiomas, but I believe we 
should proceed with caution in the treatment of 
verruca vulgaris and relatively benign lesions 
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with x-ray and radium. Recently, one well-known 
dermatologist with more than thirty-five years 
experience said he was through treating verruca 
vulgaris with x-ray because he had observed 
undesirable after effects in many persons treated 
for this condition by himself as well as other 
physicians. Radiation is highly valuable and 
widely used in the treatment of seborrheic 
keratoses. Personally, I think we should seriously 
consider the age of the patient when treating 
such lesions, and discourage its use in treating 
persons who have several years expectancy. Of 
course on those with short expectancy, who are 
not going to be exposed to the actinic rays for 
long, it may be used without much fear of un- 
toward reactions. In the benign epithelial lesions, 
electric surgery gives us favorable cosmetic re- 
sults and a healthy scar. I look with disfavor 
upon the routine use of x-radiation in the treat- 
ment of benign and premalignant lesions of the 
skin. Of course, radiation therapy has stood the 
test of time in treating malignancies, and I am a 
strong advocate of its use; but in many low 
grade malignancies we can obtain as many cures 
and better cosmetic results by electrodesiccation 
or by the judicious combination of electrodessica- 
tion and radiation. It is here that experience 
and judgment pay high dividends. 


Radium has a definite place in dermatology, 
but its use is limited to small lesions such as 
hemangiomas, malignancies, and to small keloids. 
Too often this agent is abused and so is the 
patient by the attempt to treat lesions of various 
sizes and shapes with only one type of appli- 
cator, and too, by mail order business in which 
any one can describe the lesion to be treated to 
certain sources of radium supply and receive 
radium and instruments for its application. We 
might as well have a supply of instruments for 
doing highly specialized major surgical opera- 
tions made available by merely writing for the 
instruments and sheet of instructions as to how 
to perform such an operation. To those of us 
who have our own radium and have made a 
study of it and have had years of observation and 
experience in such work, a source of radon eman- 
ation seed is highly advantageous, although with 
radium cells 6% and 11% millimeters in length 
containing a stipulated amount of radium and 
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platinum sheath needles, we can do most of our 
interstitial radiation with equally good results. 
This, however, very often requires hospitaliza- 
tion, and today hospital beds in most sections of 
the country are at a premium. By having our 
radium in such denominations as we select, 
sheath needles, and capsules to hold three to five 
cells with proper filtration for surface applica- 
tion, we can mold into shape such applicators 
as are needed for dermatologic therapy. I def- 
initely believe that by the proper use of filtration 
and the judicious use of interstitial and surface 
application of radium, we can get much better 
cosmetic results and equally good, if not better, 
therapeutic results than with the x-ray. We have 
all seen small lesions not more than one centi- 
meter in diameter treated with large radium 
applicators with an area of atrophy, telangiec- 
tasia, and disfiguration approximately the size 
of a fifty cent piece; and too we have seen the 
checker board configuration from the improper 
use of radium plaques. Personally, I can see 
very little use of radium plaques although I 
realize that they are still being used by some 
good men. 


It is not always possible in specific cases to 
obtain a history of x-rays having been used, 
for there is the type of patient who is not well 
enough informed to know whether he received 
x-ray or ultraviolet light. On the other hand, 
there is the type of patient who deliberately 
keeps the information from the doctor because 
he does not want him to know that he has been 
to another physician. There is another type who 
hopes that by keeping such information from 
the physician, he will be able to obtain x-rays 
again after he has been refused by someone else 
because of their previous use. There is also the 
patient who has had as many as three physicians 
treating him for the same ailment at the same 
time not realizing the danger; and no one of 
the physjcians has inquired as to previous x-ray 
therapy. This latter instance happened in my 
own office this year; the patient, after receiving 
from me two x-ray treatments widely spaced, 
was impressed by the benefit. When he came 
back for the third treatment, he had been to two 
other physicians in the meantime and had re- 
ceived x-rays from both. Useless to say, I did 
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not and will not give the third treatment to this 
patient. I have made it a policy when a case 
history discloses that the patient has had x-rays 
in the past, if he does not have a certified copy 
of the record from the previous physician, to 
write and ask for the dates and amounts of x- 
rays administered to this particular patient. I 
am happy to report that most men furnish me 
promptly with the requested information. By 
trying to obtain accurate information as to 
amount of x-rays administered in the past, we 
are in a much better position to reduce to a 
minimum many of the chronic and damaging 
effects produced by x-ray and radium. 


Public opinion enters into the use of x-ray 
and radium in many instances. There are those 
who believe that x-ray is a cure for all ailments 
because they know of someone who attributes 
his cure to x-ray. This type of patient almost 
demands that x-rays be used to the exclusion 
of other necessary procedures. It is true we 
discuss with them the other procedures and 
give them the prescriptions, but they merely 
take them away from our office, and after we 
have given them all the x-rays that we feel 
justified in giving without obtaining the proper 
results, they do not give up, but seek more x-rays 
elsewhere. Also, there are patients who know 
of someone’s having been burned with x-rays, 
and because of this, refuse x-ray therapy when 
it is absolutely indicated. Either practice is 
unfair to the users of x-rays, as the results can 
be detrimental to the patient’s welfare without 
the marks of x-ray having been left. 


Not all x-rays are in the hands of medical 
men versed in their uses. Some are in the pos- 
session of men without special training in x-ray, 
although well-trained in other branches of medi- 
cine, men who know how to use x-ray in their 
specialty and who occasionally, though not often, 
decide to give some therapy. They frequently 
even leave the administration to their technician, 
and before they realize what they are doing, 
they are forced to regret such practice. Tech- 
nicians at times, thinking they are doing a kind 
deed for a good friend, take it upon themselves 
without the knowledge of the physician to ad- 
minister certain treatments and thereby produce 
damage. I know of two such instances in my 
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own town, and I am sure it is happening in many 
other cities. Now we have many men other than 
registered physicians practicing the art of heal- 
ing; some of these men have diagnostic x-rays 
and we may expect their use in therapy, and 
then we will be confronted with another source 
of abuses to still more patients. 


Using traffic terms, it appears that we have 
been confronted with the red light long enough; 
yet, I am not in favor of even the dermatologists 
having the green light. Let us use the yellow 
light of caution and we will make more progress, 
be better dermatologists, and be proud users of 
x-ray and radium. I believe we should keep in 
mind many points such as the following that 
will add to the safety of radiation in derma- 
tologic conditions: 


(1) Know the diagnosis. 


(2) Weigh the contraindications for the use 
of radiation. 


(3) Evaluate the things that can be used in- 
stead of x-ray. 


(4) Use x-ray when indicated, but not to the 
exclusion of other agents. 


(5) Use a limited amount of x-rays over a 
certain time period and do not repeat until you 
feel sure the tissues can safely tolerate more; if 
in doubt, do not use this agent. 


(6) Always keep the machine calibrated. 


(7) Do more tolerance tests upon young pa- 
tients and those with fair skin. 

(8) Ask each patient if he has ever had x-rays 
used before on this or any other area. 

(9) Advise the patient that if any other phy- 
sician wishes to use x-rays on the area you are 
treating, you will gladly furnish him with 
amounts and dates of treatments. 

(10) Write your colleagues for the amounts 
and dates of previous treatments before pro- 
ceeding very far. 

(11) Discourage the use of x-rays as a cure 
for all ailments. We cannot afford to use it as 
sulfonamides and antibiotics are being promiscu- 
ously used today. X-ray is not a substitute for 
a working diagnosis. 

608 West Main Avenue 
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THE HANDLING OF CERTAIN 
EMERGENCY ALLERGIC 
CON DITIONS* 


By Daviw R. Tuomas, Jr., M.D. 
Augusta, Georgia 
and 
J. Warrick Tuomas, M.D. 
Richmond, Virginia 


In his practice a physician frequently en- 
counters allergic patients so seriously ill that 
they may be termed medical emergencies. 

These acute manifestations of allergy are 
seen in patients having bronchial asthma, urtic- 
aria or angioneurotic edema, allergic dermatoses, 
and reactions following hyposensitization or 
other forms of therapy. Such a patient at times 
demonstrates a definite state of shock. It fre- 
quently happens that the physician sees the 
patient for the first time having acute allergic 
symptoms, so severe that emergency manage- 
ment, or even hospitalization, is warranted. 

Hay fever is rarely a medical emergency; how- 
ever, exceptional instances do occur when a 
patient, extremely sensitive to pollen, obtains 
an overwhelming dose from actual contact with 
plants. The pollen, either contacted or inhaled, 
causes the patient to have severe hay fever 
complicated by asthma, urticaria, or other gen- 
eralized reactions. This patient must be handled 
without delay to prevent actual shock. 


DIFFERENTIAL DIAGNOSIS 


It is necessary that the physician recognize 
the type of reaction as well as its cause when the 
patient is first observed, and the physician must 
also rule out nonallergic causative factors pro- 
ducing the symptoms which are apparently 
allergic in origin. Also the reaction may be 
either a constitutional or multiple shock organ 
involvement, or it may affect but one of the 
body systems. 

Involvement of the respiratory tract may be 
seen in bronchial asthma, rhinitis, or hay fever. 
Urticaria and angioneurotic edema may involve 


*Read in Section on Allergy, Southern Medica] Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 
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not only the skin but also the mucous mem- 
branes, such as edema of the glottis. Severe 
gastro-intestinal symptoms of nausea, vomiting, 
diarrhea, and cramps may appear, or there may 
be a generalized eczematous reaction following 
hyposensitization or local treatment. 


TYPES OF ALLERGIC EMERGENCIES 


Allergic emergencies may be classified into 
the following general types, depending upon 
their cause: (1) Reactions following treatment, 
which may be either (a) immediate, such as. 
those following parenteral injections of a hypo- 
sensitizing mixture, or intranasal, intrabronchial, 
oral, rectal, urogenital, or other local treatment, 
or (b) delayed, such as is seen in serum sick- 
ness;! (2) Reactions occurring with sensitization 
studies;? 3 (3) Reactions resulting from exposure 
to allergens in the patient’s own environment, 
including food and drug ingestants, inhalants, 
and contactants; and (4) Reactions due to insect 
or animal bites. 


EMERGENCY TREATMENT OF SEVERE ALLERGIC 
MANIFESTATIONS 
ASTHMA 


A patient with severe asthma presents a 
characteristic clinical picture; he is in a state 
of marked collapse with constant extreme 
dyspnea to the point of exhaustion at times. 
There is usually some allergen to which the 
patient is sensitive, or sensitized to, which pre- 
cipitates the trouble. The pathological process 
of severe asthma is that of production of a 
tenacious mucus which blocks the bronchi 
causing obstruction from spasm and mucous 
plugs. Death, if it occurs, is usually due to 
asphixiation, and the heart ordinarily plays a 
minor role, accord.ng to Lamson and Butt,* and 
most other allergists concur with this view. 


When a physician is called to treat an 
asthmatic patient, he should have on hand 
epinephrine or adrenalin, 1/1,000, aminophyl- 
line, syringes, and tourniquets. Adrenalin, in 
dosages from 0.2 c. c. to 1.0 c. c., should be 
given subcutaneously in the flank, and if the 
patient does not definitely respond to the drug, 
it may be repeated after five minutes, or sooner 
in the case of the smaller dosages. If no relief 
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is obtained following the administration of large 
doses of epinephrine and other generally recog- 
nized medications, then it is necessary to con- 
sider more drastic measures of therapy. I will 
briefly outline some of these which may be 
considered: 


(1) Hospitalization. Hospitalization, prefer- 
ably in a private room, is desirable; for the en- 
vironment can be controlled so as to more or 
less completely eliminate the common allergens, 
such as dust and feathers, whether or not the 
patient is known to be sensitive to them. Thus, 
the patient is placed in an environment sharply 
different from his usual one, which can be readily 
controlled; and the patient can be offered a 
better therapeutic program which is regulated. 

(2) Psychotherapy. The patient should be 
kept as quiet as possible; the solicitation or over- 
solicitation of families and friends has to be dis- 
couraged; and unnecessary conversation must be 
dispensed with. An acutely ill patient frequently 
has a feeling of impending death due to his 
severe dyspnea; and consequently he requires 
constant reassurance, and his confidence has 
to be won to prevent his becoming panicky, mak- 
ing the treatments less satisfactory. Admission 
to a ward at times makes patients considerably 
nervous, and it is very difficult to give them 
the reassurance, the attention, and the proper 
management that they will receive in a private 
room. 


(3) Oxygen. Oxygen may be administered 
by a tent in amounts varying from 7 to 14 leters 
per minute, depending on the degree of cyanosis 
and the condition of the patient. It may also be 
given by mask, of either the closed or the open 
type, and by the use of a nasal catheter. Ordin- 
arily tent administration is preferable; because 
the atmosphere, being pure oxygen in an en- 
closed tent, is less allergenic, and the tempera- 
ture can be controlled. The nasal, open mask or 
closed mask method of administration of oxygen 
is of great value when oxygen tent is not avail- 
able or desirable. 


(4) Helium and oxygen. Sometimes a com- 
bination of 20 per cent oxygen and 80 per cent 
helium is more effective than oxygen alone. 
The purpose of this mixture, without the pre- 
sence of nitrogen, is that the breathing is more 
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comfortable and with less effort. 

(5) Ether and oil. Equal parts of anesthesia 
ether and oil, administered by retention enema, 
offers additional means of relaxation to the 
severely ill asthmatic patient. Sweet oil, olive 
oil, cottonseed oil, or peanut oil may be used; 
but, obviously, care must be exercised to pre- 
vent selection of an oil to which the patient is 
allergic. The average adult dose is from 5 to 7 
ounces, and the dosage for children is much 
less, varying from 14 to 2 ounces. 


(6) Avertin. This type of rectal anesthesia 
may be given in doses ranging from 60 to 90 
mg. per kg. of body weight. It should, how- 
ever, not be used until other more widely used 
measures have failed to give the rest so often 
urgently needed by the severely ill asthmatic 
patient. Avertin gives the patient a sense of 
well-being. It should be administered cautiously, 
preferably by an anesthetist; and coramine and 
other stimulants should always be at hand to 
counteract the effects of an overdosage when a 
patient does not tolerate this drug and to bring 
him from under the anesthetic. In the use of 
avertin the margin of safety is not wide. 

(7) Aminophylline. This drug may be given 
intravenously, orally, intramuscularly, and per 
rectum.® If a patient is adrenalin-fast, it has 


_ been observed by many that aminophylline is 


the most valuable drug to restore sensitiveness 
to epinephrine. However, it must not be for- 
gotten that aminophylline may also be refractory 
after repeated use. Intramuscular injection of 
aminophylline, except in unusual circumstances, 
is to be discouraged, because of the pain of 
administration. 

(8) Amyl nitrite. In isolated cases this drug 
has proved to be of definite value in causing 
some relaxation of the bronchial musculature. 
The pearl is usually placed in a sponge and 
broken, and then the patient inhales the fumes 
until his face is markedly reddened or there is 
a frank peripheral capillary dilatation. At times 
patient may complain of a headache. 


(9) Glucose and saline, and glucose in dis- 
tilled water. It is well, of course, to take all 
possible measures to keep the patient in as 
optimum a state of fluid balance as possible. 
Many patients are able to take water and other 


4 
. 


672 SOUTHERN MEDICAL JOURNAL 


fluids by mouth. Intravenous injections, usually 
50 c. c. in amount, of 50 per cent glucose in 
either saline or distilled water with 0.1 c. c. 
1/1,000 epinephrine will help to lessen the 
bronchial secretion relieving the patient of some 
of his tenacious mucus. 


To those patients already showing evidence of 
dehydration may be given intravenous glucose, 
from 500 to 1,000 c. c. per injection, of glucose, 
10 per cent in either saline or distilled water. 
Any other intravenous drugs deemed desirable 
may be included. 


(10) Opiates. The use of opiates, except pos- 
sible demerol, is discouraged in mild as well as 
severe asthma. Opiates have a tendency to 
inhibit nature’s mechanism, preventing the elim- 
ination of accumulated mucus in the bronchial 
tree; they also have a tendency to depress the 
respiratory center; and frequently opiates cause 
nausea and vomiting and thus increase the pa- 
tient’s respiratory distress secondarily. Some- 
times a patient will appear slightly improved 
symptomatically, due to diminution of his res- 
piratory rate, but there are case reports of 
death following the use of morphine and certain 
other opiates in asthma.’ Demerol, however, 
may be cautiously administered in dosages of 25 
to 100 mg. hypodermically, if the patient is 
carefully observed. 

(11) Bronchoscopic examination. Sometimes 
in severe cases of status asthmaticus broncho- 
scopic examinations have proved to be a life- 
saving measure, as the patient is relieved of 
plugs of mucus and better aeration is thus fa- 
cilitated. Bronchoscopy can be carried out 
without the use of anesthetics in these severely 
ill patients; and if an anesthetic is used, one 
must be cautious in selecting the drug for local 
anesthesia. Deaths following the use of pon- 
tocaine in preparation for bronchoscopy have 
been reported by Thomas and Fenton.’ 

(12) Miscellaneous. Various other drugs may 
be considered in the treatment of the severely 
ill asthmatic patient. Sedatives of the barbituric 


acid group, such as nembutal, seconal, sodium - 


phenobarbital, and amytal, may be given. Also 
running doses of mixtures of bromide, 15 to 20 
grains, along with chloral hydrate in 10 to 15 
grains, per dose, at three to four hour intervals 
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may aid complete relaxation of the patient. 
Paraldehyde per rectum has also been found 
to be of value in relaxing the patient. The use 
of intravenous barbituric acid drugs, such as 
pentothal sodium, should be condemned; for 
the margin of safety is too narrow, and too 
deep an anesthesia cannot be prevented in a 
weakened individual. 


Ephedrine in amounts varying from % to 4 
of a grain per. dose, given at intervals of from 
two to four hours, stimulates the sympathetic 
nervous system and thus causes a relaxation of 
the bronchial musculature. It should, however, 
be kept in mind that some patients have dif- 
ficulty in voiding after taking ephedrine. There 
are certain synthetic ephedrines or racephedrines 
which may be also employed, and some of these 
drugs have less side effects than ephedrine. 


Expectorants used include intravenous sodium 
iodide, increasing the dosage in repeated injec- 
tions, enseals of ammonium chloride, and plain 
ammonium chloride in dosages of 1 gram orally 
per dose. 


Benadryl and pyribenzamine both have been 
used in severe cases of asthma; but in my own 
experience they are of extremely limited value, 
and, indeed, some patients are made worse by 
them. 


For those patients having an intrinsic or bac- 
terial factor associated with the severe asthma, 
or if there is asthmatic bronchitis or status 
asthmaticus, the use of sulfonamides and peni- 
cillin is helpful. 


ALLERGIC DERMATOSES 


The various allergic dermatoses are some- 
times severe enough to be termed emergencies. 


Atopic dermatitis. Atopic dermatitis, which 
may also be called allergic eczema, infantile 
eczema, atopic eczema, or neurodermatitis, is 
usually characterized by a thickening of the skin 
and lichenification. It especially involves the 
flexional areas; and, depending upon the age of 
the individual, it may in children appear on 
the face and buttocks. These reactions occur 
in atopic individuals as a result of sensitization 
to water-soluble allergens brought to the skin 
by the hematogenous route.’ 
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Atopic dermatitis is sometimes a medical 
emergency, especially when the lesions are gen- 
eralized and there is much fluid loss or there is 
secondary infection. I will attempt to summarize 
only briefly some of the measures to be em- 
ployed in its treatment: 


(1) The prevention of fluid loss or dehydra- 
tion by adequate fluid intake by mouth and by 
glucose in either saline or distilled water ad- 
ministered intravenously, by proctoclysis, or by 
hypodermoclysis. 


(2) Topical applications of certain drugs, 
ointments, and lotions, such as mild tar oint- 
ment, boric acid ointment, and calamine lotion. 
Care should be exercised not to employ too 
strong a preparation, and it must be remembered 
that drugs at times will definitely flare up 
dermatitis and even cause a superimposed con- 
tact dermatitis in addition to the existing der- 
matitis. 

(3) The use of a cradle, with an electric 
light in the cradle to keep the patient warm, if 
the patient is unable to tolerate clothing. 


(4) Strict dietary management, eliminating 
from the diet known offending foods and ques- 
tionable foods, and at times consideration of 
use of a trial diet. 


(5) The use of sedatives, such as bromides, 
chloral hydrate, and barbiturates, selection of 
which depends on the patient’s sensitiveness 
and the amount of sedation necessary. 


Contact dermatitis.!° Contact dermatitis is 
probably oftener a medical emergency than are 
all the other allergic skin diseases combined. 
Mild to severe pruritus accompanies all stages 
of contact dermatitis, and with pyoderma there 
is smarting. In chronic states pruritus is more 
or less constant and increases in severity with 
each fresh exposure to causative agents; but 
in the acute and subacute states pruritus almost 
disappears at the height of the eruption. 

Treatment of the acute stages includes: 


(1) Cold wet dressings, applied for 45 min- 
utes at intervals of three or four hours, usually 
either (a) Burow’s solution, 1/60 to 1/20, if 
there is no superimposed infection, or (b) potas- 
sium permanganate, 1/5,000 to 1/2,000 (either 
soaks or wet dressings), if infection is present. 
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(2) Application of lotions and ointments be- 
tween the wet dressings, including (a) Calamine 
lotion, with or without added phenol, 1 or 2 per 
cent, or liquid carbonic detergents, 5 to 10 per 
cent, (b) calamine liniment or boric acid, 10 
per cent in petroleum, when the lotions are 
caked and acute weeping has subsided. 


(3) Sedatives for relief of the more or less 
severe pruritus. Both benadryl and pyribenza- 
mine, in doses of 50 mg. every four hours, have 
proved often to be very good antipruritics. 


Dermatitis medicamentosa. It may follow the 
use of a great number of drugs, including 
quinine, cocaine, local anesthetics, ephedrine, 
mercurin, formalin, arsenic, iodides, sulfona- 
mides, bromides, salicylate, barbiturates, bella- 
donna, phenolphthalein, etc. It can at times be 
quite severe, and the lesions may take many 
forms. 

They may be eczematous eruptions, erythe- 
matous papulations, vesiculations, urticarial 
lesions, or anioneurotic edema in type; they may 
be scaly and erythematous eruptions, purely 
erythematous, scarlatinaform, or morbilliform, 
or there may be a dermatitis exfoliative-like con- 
dition; erythema multiforme-like eruptions, ery- 
thema nodosum-like eruptions, and acneform, 
purpuric, and other fixed and circumscribed 
erythematous lesions may also be encountered. 


Three principles of treatment follow: (1) 
Diagnosis or discovery of the offending drug 
and its withdrawal; (2) Systemic therapy, de- 
toxification, and increased elimination of the 
drugs; and (3) Dermatologic therapy, symp- 
tomatic relief, and prevention of secondary in- 
fection. 


Dermatophytides and flare-ups from over- 
treatment of skin conditions. These may also 
be emergency states. The severe cases, unre- 
sponsive to local treatment and to modification 
of extract dosages, require hospitalization be- 
cause of the severe pain and pruritis. Treatment 
includes antipruritics, wet dressings, sedatives, 
and the use of a cradle with small light bulb. In 
selected cases air-conditioned environment adds 
to the patient’s comfort. 

Urticaria and angioneurotic edema. Emer- 
gency measures are necessary at times, especially 
in those patients having giant hives and as- 
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sociated angioneurotic edema involving the 
glottis as well as other localized areas of the 
body. Such reactions are known to follow treat- 
ment with various drugs, hyposensitization ex- 
tracts, serums, biologicals, etc., and to follow 
contact with and ingestion of allergenic sub- 
stances; foci of infection are also a cause. 


Treatment for severe cases includes: (1) 
Adrenalin, ephedrine, and ephedrine-like drugs, 
which stimulate the sympathetic nervous sys- 
tem; (2) Local treatment, such as soda baths 
and cold or hot compresses; (3) Benadryl or 
pyribenzamine in varying doses of from 50 to 
500 mg. per day; (4) Other recognized symp- 
tomatic measures; (5) Parenteral fluids when 
need is indicated; (6) Elimination of possible 
offending factors; (7) Rest, both mental and 
physical; (8) Hospitalization in severe cases; 
(9) Eradication of foci of infection; and (10) 
Intravenous calcium: but this is of questionable 
value. 


SUMMARY 


(1) Various types of allergic emergencies 
may follow: (1) Treatment, resulting in either 
immediate or delayed reactions; (2) Sensitiza- 
tion studies; (3) Exposure to allergens in the 
patient’s own environment ; and (4) Insect and 
animal bites. 


(2) The importance of exercising extreme cau- 
tion to avoid allergic reactions from sensitization 
studies or from treatment has been stressed. 


(3) Correct treatment of certain allergic con- 
ditions will at times prevent the occurrence of 
allergic emergencies. 


(4) Emergency treatment has been outlined 
in detail for bronchial asthma and for status 
asthmaticus. It has been discussed, but less com- 
pletely, for atopic and contact dermatitis, der- 
matitis medicamentosa, dermatophytides, flare- 
ups from over-treatment of skin conditions, and 
urticaria and angioneurotic edema. 
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DISCUSSION (Abstract) 


Dr. Mason I. LowanCe, Atlanta, Ga.—In the discussion 
of major allergic disorders, there are so many that we 
could not cover them all in one session if we tried. 
Mention has been made of acute asthma, and admin- 
istration of oxygen, which is one of the most important 
things. 

Another thing that has been brought up recently is 
the use of penicillin rather freely in patients who have 
extreme bronchial asthma and who have a tempera- 
ture and leukocytosis. In many of these patients you 
will find varying degrees of central pneumonia, and 
the early usage of penicillin will do more for them 
than any of the other drugs that have been used. 
They will not get relief from other drugs until you 
have assisted them with reference to their infection. 

In some of the psychoneurotic types of individuals 
with moderate asthma or too severe asthma, such things 
as “evipal soluble” used to the point of mild anes- 
thesia, or “pentothal” sodium used to mild anesthesia, 
will give rather prompt relief. 

In extreme angioneurotic edema and generalized urti- 
caria, you can sometimes relieve the patients with 
“pentothal” sodium so that they sleep for twelve hours 
and will be relieved for several weeks afterward and 
then may have another acute attack. We have had 
some extreme cases that were relieved by this method. 

More and more pediatricians agree that epinephrine 
1:100 can be used, even for little children. We have 
seen some only two years old learn to use the “vapone- 
frin” spray, use it as well as adults, and get more 
relief from its use than from any other treatment. 


Dr. Armand E. Cohen, Louisville, Ky.—I do not know 
how difficult it is in your communities to get an 
emergency asthmatic patient into a hospital. In ours, 
it is almost impossible. After six o’clock, the admitting 
clerk is gone and the operators are told to take in 
what they consider emergencies. If you say you have an 
asthmatic patient, she thinks it is someone to whom you 
ought to give an ephedrine capsule. It is necessary, I 
suppose, to say you have a patient with a broken leg 
who has heart failure and expects to have an emergency 
appendix operation the next morning. 

Actually, it is a pressing problem. In the past week 
it was necessary to transport a patient from Louisville 
to Frankfort. In the case of another patient, after con- 
siderable effort, we were able to get him into our 


Vol. 
char 
eme 
duri 
that 
thei 
pro’ 
han 
two 
hun 
bed 
A 
sho 
cas 
kee 
hos 
att 
pul 
fail 
net 
aw 
all 
tre 
ne’ 
ad 
Hi 
m 
m 
wl 
fo 
M 
Ks 
ev 
al 
a 
tl 
a 


Vol. 40 No. 8 


charity hospital. These people were sick, and required 
oxygen tents and intravenous aminophyllin and various 
emergency drugs. 


Our hospitals certainly have done a tremendous job 
during these critical times, but I do suggest, and I hope 
that other members who feel as I do will suggest to 
their hospital boards, that more emergency beds be 
provided. The average hospital of 100 beds feels it 
handles the situation adequately by providing one or 
two emergency beds. Hospitals with three or four 
hundred beds will provide three or four emergency 
beds, and those beds usually are filled with acute 
surgical patients. 


About ten per cent of the hospital bed capacity 
should be put aside for acute medical and surgical 
cases. The few hospital managers who think, as hotel 
keepers, that they have done a good job when their 
hostelries are 100 per cent filled must change their 
attitudes. The hospitals owe a distinct service to the 
public and the public will not suffer indefinitely the 
failure to get hospital care when emergency service is 
necessary. The hospital management should be made 
aware of the need for more adequate care of the 
allergic emergency. 


Dr. Jack A. Rudolph, Miami Beach, Fla—tIn the 
treatment of some of the acute urticarias and angio- 
neurotic edemas, I know that the newer drugs “ben- 
adryl” and “pyrabenzamine” have been effective, but 
Harvey Black some years ago, and Katherine McGinnis 
more recently, recommended the use of synthetic vita- 
min K, and I have used it in a good many instances 
where some of the other drugs have failed. I have 
found it extremely beneficial. I prefer to use Katherine 
McGinnis’ recommended dosage of “menadione” or 
“synkavite” for a period of two or three days, 5 mlg. 
every 6 hours. In the majority of patients it is amazing 
and almost spectacular at times that the symptoms are 
controlled for periods of several weeks to several 
months. 


It does not work in every case, but it is just an 
additional treatment that might be used to a problem 
that is often very trying and often a serious emergency. 


Dr. Thomas (closing).—Penicillin is certainly a very 
worth-while drug and most of us use it in our febrile 
asthmatics. The sulfonamides also play an important 
part in handling some of those cases. 


In using “pentothal” sodium with urticarias and cer- 
tain allergic cases, I think you are justified, but the 
use of any of the intravenous barbiturates in asthmatics, 
I think, should be condemned because of the very 
narrow margin of safety and the difficulty in controlling 
the lethal dosages. 


Referring to Dr. Cohen’s remarks on emergency beds, 
I suppose all of you have the same problem that we 
have in Augusta. We just cannot get a patient in the 
hospital unless we are lucky. It is a problem every- 
where, and I think most of it will be corrected at some 
time. I have found the hospitals yery cooperative in 
handling emergency beds for asthmatics. 
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CERTAIN BIOLOGICAL AND 
SOCIOLOGICAL FACTORS IN 
INVOLUTIONAL STATES* 


By B. CHAMBERLAIN, M.D. 
Charleston, South Carolina 


The term “involutional states” is used to refer 
to the varied personality disorders with basic 
affective coloring, which are associated with 
the climacteric in women and men. These states 
vary in intensity from simple anxiety to malig- 
nant psychotic episodes, generally of a melan- 
cholic type. Before proceeding to the particular 
theme of the paper, there are several funda- 
mental questions to which at least partial 
answers must be given. 

The essential picture of the involutional state, 
whether mild or severe, is depression without re- 
tardation, anxiety, and a feeling of unreality. In 
the severe types, hypochondriacal or nihilistic 
delusions are added. 

The first question may be put as follows: is 
this syndrome peculiar or specific to the in- 
volutional period, or, since depression is an 
integral part, should the involutional personality 
disorder be considered merely a cyclothymic epi- 
sode which happens to come at the change of 
life? Kraepelin described the involutional state 
as a separate entity. However, in 1907, Dreyfus 
analyzed the eighty-one cases cited by Kraepelin, 
and came to the conclusion that they were simply 
manic-depressive patients who happened to have 
a depressed phase in the fifth and sixth decades. 
Kraepelin seems to have accepted the criticism 
as valid. However, Kirby, a few years later, 
went over the whole material and disagreed with 
Dreyfus, with the statement that in a large num- 
ber of the cases, the proof was too meager. In 
general, American and English psychiatrists have 
agreed with Kirby’s views. From a wealth of 
material they have supported the concept that 
there is a definite syndrome peculiar to the in- 
volutional period. ‘Its characteristics have been 
eriunciated above. 


The second problem concerns itself with the 


*Read in Section on Neurology and Psychiatry, Southern 


Medical Association, Fortieth Annual Meeting, Miami, Florida, 
November 4-7, 1946. 


676 SOUTHERN MEDICAL JOURNAL 


pre-climacteric personality. Is there any par- 
ticular type of individual who is most likely to 
show climacteric personality changes? On this 
point, Titwell has made important contributions. 
The most vulnerable personality may be de- 
scribed as rigid, inelastic, unadaptable. Titwell 
represents this vulnerable personality as follows: 

“Narrow range of interests, poor facility of adjust- 
ment, asocial trends, inability to maintain friendships, 
intolerance, and uniformly poor adult sexual adjustment. 
Likewise the pronounced and rigid ethical code, the 
proclivity for saving, the profound reticence, the marked 
sensitivity, the outward evidences of anxiety, the notable 
stubbornness, the overconscientiousness and meticulosity 
in regard to person and work are present to some de- 
This description is merely tantamount to saying 
that a vulnerable individual who is basically in- 
secure may so buttress himself by neurotic 
defences as to adapt during the earlier years of 
life, but can no longer continue his integration 
when the new problems of the climacteric are en- 
countered. In the terminology of the psycho- 
analytic school the personality type described 
above is anal-erotic in character and the involu- 
tional depression is essentially a narcissistic 
disorder. Regression takes place from the adult 
realistic regimen of the ego toward the infantile 
regimen of primary narcissism. The inevitable 
component of this regression is liberation of the 
earlier instinctive drives and oral sadistic im- 
pulses. This concept of the process is relatively 
helpful in proportion to one’s psychodynamic 
orientation. 

An important question which demands answer- 
ing is the direct relationship of the endocrine 
factors to the failure of personality integration. 
Are the psychic factors in close causal relation- 
ship to the loss of gonadal homones? This has, 
of course, been most closely studied in women. 
There is, as yet, little statistical evidence that 
there is close correlation between the severity 
of the symptoms and the alteration of the secre- 
tion of ovarian hormones. 

Likewise it has been shown that involutional 
psychoses do not appear until five years after 
the physical menopause. To quote MacCurdy, 
“There are specific arguments for its being essentially 
a psychological reaction. There is usually a definite 


mental precipitating cause and the appearance of specific 
ideas with which other symptoms appear to be related.” 
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There are, of course, vasomotor phenomena 
which appear during menopause and which form 
an annoying and disturbing group of symptoms, 
They, however, are orly a part of the picture, 
and often an imsignificant part. 

This cursory and incomplete survey of some 
of the fundamental concepts in the involutional 
states may be utilized for the following con- 
clusions: 

(1) There is a specific psychotic, or near 
psychotic, syndrome occurring in the fifth and 
sixth decades in both men and women. 

(2) The syndrome usually arises in individ- 
uals whose personalities are characterized by 
rigidity, a neurotic defence against insecurity. 

(3) Psychic factors play a more important 
role than endocrine lack. 

For some time the author of this paper has 
considered the involutional depressive states as 
the inevitable results of socialization and civili- 
zation. The syndrome is, to quote Henderson 
and Gillespie, “a relatively common type of 
mental disorder.” The wonder is that it is not 
more common. 

Although man has changed his environment 
and his habits mightily in the past few hundred 
years, he has changed his body, and its regulat- 
ing mechanism not at all. So far as is known no 
significant development has occurred in the or- 
gans or tissues of human beings since Cro- 
Magnon man roamed Europe fifty thousand 
years ago. On the other hand modes of life, 
mores, social customs, and all the vast array of 
social responsibilities have been modified beyond 
recognition. 

For much of the life of man on this earth his 
sociological responsibilities were in accord with 
his biological capacities. In a primitive, pre- 
historic group women entered on their life func- 
tions in their middle teens. From about fifteen 
to the middle or late twenties she bore, suckled, 
and cared for children. From about thirty to 
forty she reared and protected them. By the 
early forties she had finished her duty. Her last 
girl child or man child had passed from her 
jurisdiction and care. It had been taken over 
by the tribe, or was an independent unit. Writ- 
ing, and the vast structure of social heritage, 
was unknown. There were no schools, primary, 
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secondary, or collegiate. As a mother the 
woman’s duty was over. She retired to the side- 
lines. Unless in rare instances when she was a 
chieftainess or a prophetess, life had no further 
responsibilities for her. Nor were new adapta- 
tions necessary. Custom and the simple mores 
made no demands upon her. 


Consider the vast difference in our age of 
enlightenment. With the necessity of securing 
even a modicum of the vast burden of social 
heritage, the woman of our age starts her child- 
bearing much later, perhaps in the middle 
twenties. With a few spaced children, she 
arrives at the middle forties with great responsi- 
bilities. The younger children are just half 
way through the educational age. Greater in 
importance than the physical responsibilities 
are the ethical and social responsibilities she 
must assume. Her body, the same body her cave 
woman ancestor possessed, cries out for rest, re- 
laxation, and cessation of responsibilities. But 
her sense of duty drives her on. She must learn 
the world of her daughters and sons so she may 
counsel them, agonize over them, and uphold 
them. 


As for the male, the situation is not dissimilar. 
In the dawn of man’s life, the youth matured 
early. With no formal learning he soon became 
a warrior. As Kipling says of Kim, by fourteen 
he had killed his man and fathered his man. 
For twenty-five or more years he hunted for 
his offspring and took care of his wife or wives. 
By the time his sexual race had run, his children 
were grown. Unless, as in the case of the woman, 
he was chief, or perhaps a witch-doctor, he had 
little place in the scheme of things. Nothing 
was left but to sit in the sun and mumble to 
himself. There again biological capacities and 
sociological requirements were in accord. 


Married at twenty-five, the man of our times 
faces not rest at forty-five or fifty but, in many 
cases, his most serious struggle. If he is a pro- 
fessional man, he has served so long an ap- 
prenticeship that he does not reach his greatest 
earning power, and also his greatest period of 
responsibility, until he is in the forties. In 
business, in the crafts, and in practically every 
department of human endeavor, the fifth and 
sixth decades bring not surcease from new prob- 
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lems, but their multiplication. When a man is 
fifty, he often sees the necessity of raising more 
money, embarking upon new ventures, learning 


-new technics, and assuming new and frightening 


responsibilities. During World War II, there 
was seen both in the services and in civilian life 
many examples of so-called “promotion de- 
pression.” These depressions illustrate the gen- 
eral thesis. One or two brief case histories may 
be cited. 


A man of fifty-two had attained prominence as a 
student of oriental languages. He was a teacher and 
writer and led a placid and, until then, satisfactory 
existence. Under the persuasion of friends and from a 
high sense of duty, he went into the service to teach 
Chinese at a school of military government. By the 
shuffling of orders, and the machinery of warfare, he 
became assigned to a position abroad which brought 
new and frightening experiences and responsibilities. He 
shortly became anxious, bewildered, and depressed, and 
had to be hospitalized and retired. 


A man of forty-nine had functioned efficiently as 
foreman of a small machine shop prior to the war. He 
was careful, orderly, and competent. The shop accepted 
large orders and, almost overnight, rose from twenty- 
five workmen to five hundred. Its business responsi- 
bilities were increased many hundredfold. The foreman, 
who had been competent now became insecure, irritable, 
and confused. 

The dynamic factors in these two briefly 
cited cases which could be reproduced in large 
numbers are clearly: insecurity with confidence 
shaken in one’s physical and personality fitness 
in one’s ability to deal successfully with socio- 
economic changes. The formula would be stated 

Insecurity — anxiety — protective attitude — 

indecision — primary regressive defences 
Under the onslaught of these new factors the 
integration of the personality is severely tried. 
All neurotic defences of rigidity now become of 
no avail. 

The two short cases cited show in condensed 
form what life of today does to the average in- 
dividual whose biological functions are waning, 
but whose socio-economic status is becoming 
more complex. 

Nothing new has been added by this view 
of the problem of the involutional states. How- 
ever, with the sociological and biological factors 
in mind, one can see clearly the answers to the 
questions posed at the beginning of this paper. 

(1) Is there a climacteric involutional per- 
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sonality problem? The author firmly believes 
that there is. Of course, if an individual be of 
cyclothymic make-up, his particular involutional 
state will be colored by that fact. If on the 
other hand one chooses to consider him schizoid, 
the break at fifty will have more nihilistic de- 
lusions, or paranoid ideas. 


(2) Is the pre-climacteric make-up of im- 
portance? Unquestionably. The precipitating 
factors are those which especially bring burdens 
upon the conscientious, the orderly, the cautious, 
and the rigid. The situation demands change, 
easy adaptability, tolerance, admission of small 
defeats, and a sense of humor. Of these traits 
the rigid, or anal-erotic, have none. So a break 
of mild or severe degree is imminent. 

(3) What is the relationship of the actual 
endocrine lack to the psychosis? The hormone 
lack produces mainly annoying physical symp- 
toms. The psychogenic factors are the all im- 
portant ones. 

This has been a brief attempt to indicate the 
importance of biological and sociological factors 
in the mental states which come in the fifth and 
sixth decades. The lack of balance between ca- 
pacities inherent in the life of the race, and 
demands contingent upon a fast changing social 
system has been accentuated. 


DISCUSSION (Abstract) 


Dr. Howard R. Masters, Richmond, Va.—Dr. Cham- 
berlain has brought up three very interesting and 
provocative questions. Henderson and Gillespie feel 
that involutional states are not purely constitutional 
disorders, for the fact that the individual has not 
previously had a breakdown is reasonable proof that 
he has “stouter mental and physical qualities.” There 
must be some earlier underlying basic personality factors 
interrelated with biological and sociological environ- 
mental factors which tend to threaten the ego defenses. 
I have been rather impressed by the rather close inter- 
relationship of the biologic and personality structure 
formation of preadolescents and adolescents with the 
environmental training in its effect upon the psyche 
and feel that despite the fact that involutional states do 
not have psychotic episodes there is in adolescence a 
lack of organized adaptive mental mechanisms which 
serves as a threat to the security of the individual 
throughout his or her reproductive period. As the 
environmental problems and responsibilities of life 
become more complicated and the vegetative endocrine 
responses begin to wane, the individual psychologically 
becomes more reflective. This usually occurs in the 


August 1947 


period when the individual has passed his two score 
years and is living the ten, for the third score of man 
is the regressive pre-senile epoch. He becomes reflective 
because during the second score of years he unsuccess- 
fully attempts to make a zigid readjustment of the 
errors of the training of his first score of years and 
look back at the lost ego gratifications and views the 
future of his approaching regressive period with antici- 
patory anxiety that he might not have time enough to 
retrieve that which he believes he has lost. He then be- 
gins to put out greater effort in the face of increasing 
psychic tension and under these circumstances becomes 
less and less adaptive in his aggressive efforts until some 
environmental situation proves a precipitating factor in 
his introspectiveness. Does not our present civilization 
tend to delay the expression of adolescence and early 
maturity to a point that it shortens the biological re- 
productive phase to the extent that it makes men and 
women less adaptive at the close of the epoch? I do not 
believe that we can draw a dividing line between the 
endocrine lack and the psychopathological personality 
reactions. 


MODERN CHEMOTHERAPY IN 
NON-SPECIFIC URINARY TRACT 
INFECTIONS* 


By Epwin P. Atyga, M.D. 
and 
ALBERT A. ParrisH, M.D. 
Durham, North Carolina 


During the past fifteen years revolutionary 
changes have occurred in the treatment of non- 
specific urinary tract infections. Previously 
infections were treated by forcing fluids; chang- 
ing the reaction of the urine to markedly alkaline 
or acid; irrigating the bladder or kidney pelvis 
with very mild antiseptics; instilling mild anti- 
septics in the bladder or kidney pelvis; and re- 
moving obstruction to the urinary outflow in 
either the upper or lower urinary tracts. All 
these procedures probably were beneficial, not 
from the bactericidal action of the drugs, but 
because of the mechanical dilatation of the outlet 
channels with resultant improvement of drain- 
age or the mechanical washing out of the gross 
infection. The mild antiseptics used at that time 
were the diphenylamine dyes, acriflavine, mer- 


*Read in Section on Urology, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 

*From the Urological Division, Department of Surgery, Duke 
University School of Medicine and Hospital. 
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curochromé ahd methylene blue; or the azo 
dyes, pyridium and serenium; or hexylresorcinol. 
All of these so-called antiseptics have had their 
day and are rapidly disappearing from our 
therapeutics. They all have more sedative effect 
on the lower urinary tract than bactericidal ac- 
tion. Seldom if ever do we now depend upon 
pelvic instillations or lavage with mild anti- 
septics to combat pyelonephritis. In retrospect, 
it seems useless. Ureteral and urethral dilata- 
tions for obstruction are still excellent therapy 
to assure free drainage of the urinary tract. 
This is now combined with proven urinary anti- 
septics given systemically, not applied locally. 
Simple application of a mild antiseptic to the 
renal pelvis or bladder mucosa will not get to 
the infection deep seated in the renal tubules 
or bladder wall. The once almost universal blad- 
der irrigations in urologic treatments are now 
very seldom used. 


This is the era of chemotherapy. We are now 
attempting to attack specific bacteria with spe- 
cific drug therapy. With the one exception 
of neoarsphenamine in coccus infections, previous 
to 1932 there was no specific drug therapy. At 
that time a physically lazy but mentally alert 
medical student noticed that one urine out of 
many he had neglected to examine over a period 
of three days remained clear. All the others were 
cloudy and heavily infected. This stimulated 
his mental processes to trace the urine to the 
particular patient. He found that he was a 
diabetic who had a high oxybutyric acid con- 
centration in the urine. This was the active 
bactericide which had kept this patient’s urine 
sterile those three days. Hence for four years 
the ketogenic diet was used for this purpose and 
approximately 50 per cent cures were obtained in 
bacillary urinary infections. This diet is very 
unappetizing and nauseating and many patients 
cannot tolerate it, although it was by far the 
best therapy at that time for this infection. 
From this beginning chemists experimented with 
various organic acids and finally brought out 
mandelic acid which in 1936 became the first 
specific drug used for bactericidal action against 
colon bacillus urinary infections. With the ad- 
vent of mandelic acid, there was a specific drug 
which could be given by mouth and which if 


ALYEA AND PARRISH: URINARY TRACT INFECTIONS 679 


given intelligently would cure approximately 75 
per cent of the colon bacillus infections, and a 
certain percentage of Streptococcus faecalis in- 
fections. Specific instructions must be given, 
however, with this drug for it to be efficacious. 
The urine must have a pH of 5.2. The patient 
is therefore given nitrazine paper to test the urine 
three times a day to see that it remains at this 
pH. If it does not, he is instructed to take 
an acidifying agent. He must limit his fluids to 
1,000 c. c. a day and he must take 12 grams of 
calcium mandelate. On this regime he will have 
a concentration of 1 per cent mandelic acid in 
the urine, this being the percentage required for 
bactericidal action. Mandelic acid is, of course, 
of no use against urea-splitting organism infec- 
tions because of the inability to obtain the cor- 
rect pH. It is of little if any help in staphylo- 
coccus and streptococcus infections with the 
exception of Streptococcus faecalis, as noted 
above. This drug also is somewhat toxic in its 
effect on many patients. Nausea, hematuria, 
albuminuria and casts, and skin eruptions have 
been encountered so that the urine must be 
watched carefully for signs of toxicity. It is still 
a valuable drug in cases that are sulfa- or strep- 
tomycin-resistant, and is the drug of third choice 
for a colon bacillus urinary infection. 


In 1937, the sulfonamide drugs were intro- 
duced into this country and immediately applied 
to urinary tract infections. It was thought at 
first that high concentrations in the urine and 
blood were essential for bactericidal action in 
urinary infections, but we were able in our clinic 
to show that this was not so. In 1937 we re- 
ported that high blood and urine concentrations 
were not necessary for cures in Neisserian in- 
fections, and then a little later we reported the 
same results in urinary tract infections. We have 
since then reported our work with the various 
sulfonamides, sulfanilamide, sulfanyl-sulfanila- 
mide, sulfapyridine, sulfathiazole, sulfadiazine, 
and sulfacetimide in the treatment of non- 
specific urinary tract infections. Our conclusions 
are that one may expect, in colon bacillus infec- 
tions, the highest percentage of cures, approxi- 
mately 93 per cent, with sulfacetimide therapy. 
In coccus infections the highest percentage of 
cures or 91 per cent was attained with sulfa- 
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diazine. Sulfamerazine and sulfapyrazine we 
believe have about equal bactericidal action. 
Sulfamerazine is more rapidly absorbed and 
more slowly excreted in the urine than is sulfa- 
diazine. 


Low dosage in sulfonamide therapy is en- 
tirely adequate for the treatment of urinary 
tract infections. Over 2,000 patients have been 
studied in this investigation, and our conclusions 
show that the percentage cure is approximately 
the same if 2 grams or 4 grams of the drug are 
given and fluids restricted to 1,800 or forced to 
4,000 c. c. Necessarily, the urine concentration 
of the drug is varied with the dosage and fluid 
intake, but the percentage of cures remains the 
same. We therefore recommend that the patient 
have 2 grams of the drug a day and fluids be 
forced to 3,000 or more c. c. On such a regime, 
it is rare indeed that any complications are en- 
countered. It has been reported that the bac- 
tericidal activity of the sulfonamide drugs may 
‘vary according to the pH of the urine. In the 
«case of sulfathiazole an alkaline or high pH is 
preferable for staphylococcus and proteus infec- 
‘tions, and a low or acid pH is best for Strep- 
ttococcus faecalis infections. For pyocyaneus and 
Aerobacter aerogenes infections there is little dif- 
ference between the high and low pH factor. 
Helmholtz has also shown, in vitro, that various 
bacteria require different concentrations of the 
drug for bactericidal action. This, however, has 
not been proven im vivo, and conclusions in vitro 
are not necessarily comparable in vivo. In the 
individual, we are dealing with a tissue reaction 
plus the bactericidal action of the drug in the 
urine. Of the two, we believe the former plays 
the greater part. It has also been shown that in 
vitro, hyperthermia has a beneficial effect; at 
high temperatures, the bacteria are more easily 
killed. There is considerable clinical evidence 
to substantiate this. It is possible to test the 
therapeutic index for particular bacteria in the 
test tube, but bactericidal concentrations need 
not be as high in vivo as in vitro, due to the 
additional body tissue reaction. Miss Hill has 
shown that the urine, with certain sulfa con- 
centrations, of a patient taking the sulfa drugs 
is more bactericidal than normal urine to which 
sulfa drugs in the same concentrations have been 
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added in the test tube. There must, therefore, be 
some change or reaction of the body tissue to 
cause this increase in bactericidal power. As 
stated, when used in these recommended doses 
with forced fluids, very few reactions are en- 
countered. However, if the patient is sensitive to 
a sulfonamide, he will react to a small dose just 
as well as to a larger one. The usual reactions 
seen are rash or urticaria, fever, conjunctivitis, 
swelling of the eyelids, and nausea. We have also 
noted, curiously enough, that sensitivity to one 
sulfonamide does not necessarily mean a sensi- 
tivity to the others. Although other drugs are at 
present employing our attention, the sulfona- 
mides, mainly sulfacetimide and sulfadiazine, 
are still important in therapeutic management of 
urinary tract infections. 


As mentioned above, neoarsphenamine was 
probably the first specific drug used for specific 
bactericidal action, namely on coccus infections 
of low grade virulence. Years ago, we used this 
drug in low grade coccus infections of the kidneys 
and bladder, which would not respond to any 
other therapy. Such patients have often had 
their infections for many months or years, pus 
persisting in the urine with very few bacteria in 
smear or culture. The bladders of these patients 
are usually markedly contracted and they have 
severe frequency, urgency, dysuria, pain and 
are most miserable. None of the older drugs, 
or sulfa or penicillin, have been helpful. We 
have had two such cases in the last month in 
the clinic, and the therapeutic results have been 
most remarkable. They are both young in- 
dividuals, one 14 and one 16 years of age; each 
bladder had a capacity of approximately 30 c. c. 
on admission. In one, neoarsphenamine was 
given every third day for five injections, and 
in the other, 20 mg. of mapharsine was used 
every day for five doses. In both cases, the urine 
cleared of its infection, and the patients’ symp- 
toms disappeared; the stained smears and cul- 
tures have been negative. The last time the 
boys were in the clinic, one’s bladder capacity 
had increased to 400 c. c., and the other to 700 
c.c. They are having no symptoms whatsoever. 
The results are very striking in these patients, 
who previously had been most miserable. A 
further report on this condition is forthcoming. 
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Experimentation for some time has been car- 
ried on with the new type of drugs, the anti- 
biotics. Penicillin has been used with consider- 
able success for coccus urinary infections. Little 
has been reported. Nolan reported ten patients 
with various complicated and uncomplicated 
urologic infections and questionable results. As 
far as we are able to determine, there are five un- 
complicated pyelonephritis patients in his series, 
and four of these five were cured with penicillin. 
Thompson reported ten pyelonephritis patients 
with a cure in eight of the ten. Exley obtained 
a 78.2 per cent cure in his series of urologic in- 
fections. But in none of these reports are the 
cases clearly defined or classified into compli- 
cated and uncomplicated infections. This must 
be done if we are going to obtain reliable in- 
formation as to the bacteriostatic or bactericidal 
action of these drugs on specific bacteria in vivo. 
Complications such as stone, stricture or stasis 
from other causes, alter the percentage of cures 
tremendously, and there can be no comparison 
of the various drugs in such conglomerate series. 

Very few if any are cured unless the compli- 
cation is removed before therapy is begun. Peni- 
cillin certainly is the drug of first choice for a 
staphylococcus or streptococcus urinary infec- 
tion if the patient is in the hospital where he 
can receive injections every three hours. It is, 
of course, the drug of choice under any condi- 
tions for sulfa-resistant coccus infections. It may 
become the drug of choice for outpatients if the 
oral dosage comes within the reach of the aver- 
age patient financially. At the present time, the 
cost is practically prohibitive. The beeswax in 
oil preparation is less expensive but there is the 
chance of a sensitivity reaction to the beeswax, 
and multiple injections of this substance make 
the muscles quite sore. For these reasons, in 
outpatients, we still prefer sulfadiazine for 
coccus infections, except of course, with sulfa- 
resistant organisms. However, if it does not re- 
spond within a period of three or four days, 
penicillin must be given. It should be remem- 
bered in administering penicillin, the patient’s 
urine should be acidified as penicillin is an acid 
medium and is a stronger bactericide in acid 
urine. It is of little use for a bacillus infection, 
and no good at all for tuberculosis. Much more 
accurate clinical investigation is to be made with 
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this drug before we are fully aware of its exact 
value in urinary tract infections. 


It has been suggested that two or more of 
the drugs used together may act synergistically 
to clear infections which the drugs individually 
will not cure. Penicillin and sulfapyridine have 
been used for pneumonia; sulfathiazole and 
methylene blue for urinary tract infections; and 
other such combinations have been recommended. 
There is at present little scientific evidence to 
substantiate this belief. Is it a true synergism 
or merely an added effect of individual com- 
ponents? Take for instance the sulfathiazole 
and penicillin combination. Perhaps one is bac- 
tericidal for the particular organism which is 
resistant to the other drug, and a combination 
of the two will destroy all the organisms except 
those which are resistant to both drugs. This is, 
of course, not a true synergistic action. We have 
been using penicillin and sulfacetimide together 
in mixed infections for several years, not in the 
hope of obtaining synergistic action, but on the 
theory that penicillin will kill the coccus and 
sulfacetimide the bacillus infections. Often we 
have seen, when only one drug is used, the 
coccus disappear on penicillin therapy, and the 
bacillus remain. Then upon switching to sulfacet- 
imide, the bacillus disappears. This has also 
been noted with alternate use of penicillin and 
streptomycin. It is our present custom to give 
penicillin and sulfacetimide prophylactically in 
practically all our urinary tract cases pre- and 
postoperatively. There is no doubt that the 
postoperative reaction is much milder and con- 
valescence shortened by this procedure; on this 
regime less frequently do we now see postopera- 
tive infections. 


Patients with prostatic hypertrophy, previous 
to prostatectomy, are given small doses of the 
drugs to prevent preoperative infection while 
the retention catheter is in place, or to have 
some of the drug in the blood stream at the time 
of operation to prevent or lessen postoperative 
complications. The drugs are also used pro- 
phylactically before instrumentation; for in- 
stance, in dilating urethral or ureteral strictures. 
It is given the day before and for two days 
after the dilatation. We have had a few patients 
who were in the habit of having chills following 
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dilatations of dense urethral strictures. These 
chills have been prevented, and the patients have 
been carried along without the usual infections 
following their dilatations by this prophylactic 
measure. In operative cases on renal drainage, 
it is thought advisable to give penicillin to pre- 
vent the occurrence of staphylococcus infections. 
Particularly is this important in those patients 
in whom drainage tubes are left in the renal 
pelvis, as they are the ones who get coccus in- 
fections which in turn may be the cause for re- 
currence of stones. Such administration also 
cuts down the wound infection postoperatively. 
We are thoroughly convinced that the use of 
penicillin and small doses of sulfacetimide or 
streptomycin are well worth while prophy- 
lactically in urological surgical cases. 

The newest antibiotic agent, which acts es- 
pecially against gram-negative bacilli, is strep- 
tomycin. The usual administration is by intra- 
muscular infections; it may also be given sub- 
cutaneously and if necessary, intravenously. 
After oral administration, streptomycin is not 
appreciably detected in the blood or urine, but 
a large amount is recovered in the feces. Although 
acid gastric juices may act adversely upon the 
alkaline streptomycin, it may prove to be a valu- 
able intestinal antiseptic. The antibacterial ac- 
tivity of streptomycin is much higher in an 
alkaline medium; a pH of 7 to 8 is desirable. 
Its action decreases with increase in acidity, and 
there is very little activity if the pH is below 
6. Theoretically, this is thought to be due to the 
fact that streptomycin is an alkaline substance, 
and the ionized form competes with the hydrogen 
ions for a place in the bacteria. Therefore, the 
fewer hydrogen ions, the less competition is nec- 
essary and the higher antibacterial action. Strep- 
tomycin, like penicillin, is excreted rapidly 
through the urinary tract; 60 to 80 per cent of 
that administered is recovered in the urine within 
24 hours. 


It has recently been proven that bacteria may 
develop considerable resistance to streptomycin 
when the drug is given in small doses. Finland 
reported eight cases of chronic pyelonephritis 
caused by gram-negative bacteria in which the 
organism was sensitive at the onset, but later 
developed a resistance of 4,000 fold. Petroff in 
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his in vitro experiments, showed clearing in a 
concentration of 25 units per c. c., but later the 
same proteus bacilli developed resistance to 
1,000 units per c. c. Several reports have since 
been made showing the same rapid development 
of resistance of organisms to streptomycin when 
the drug is given in insufficient dosage; bacilli 
once exposed to streptomycin and not com- 
pletely destroyed may become resistant. This 
is important in considering the dosage to be 
recommended. 

As in the case of penicillin, the reactions to 
the drug have been few and benign. There is one 
exception; streptomycin in large dosage and 
used over a long period of time, as in tuberculosis 
infections, may cause serious injury to the vestib- 
ular branch of the eighth nerve or a cerebellar 
disturbance. This first evidences itself by morn- 
ing dizziness or nausea; particularly on sudden 
changes of position or of one’s course while walk- 
ing. It is still a disputed point whether it is a 
toxic neuritis of the vestibular branch of the 
eighth nerve or a true labyrinthitis. If the drug 
is stopped at once, the patient quickly recovers 
his equilibrium. If it is continued, as it may be 
in renal tuberculosis, the injury is probably per- 
manent. The one case in our clinic to show this 
complication still has a dead labyrinth several 
months after treatment. Impairment of hearing 
has also been reported. Sensitivity reaction to 
streptomycin is similar to that of penicillin; 
fever, urticaria, skin rashes, general aching have 
been recorded. None of them has been serious 
and all have disappeared promptly on discontinu- 
ing the drug. 


There have been only a few reports upon the 
use of streptomycin in urinary tract infections. 
Petroff reported a series of neurologic bladders 
without urethral catheters, in patients who had 
residual urine. All of these cases became sterile 
and the urine cleared in six to nine hours follow- 
ing the administration of streptomycin. But, 
after the drug was stopped, they all recurred 
within four to seven days. He had another series 
of 26 patients with neurologic bladders who had 
urethral catheters in place. The urine cleared 
within 24 hours, and ten became sterile. How- 
ever, the infection recurred in all of them after 
the drug was stopped. These patients are all 


Vol 

cor 
the 
anc 
box 
rep 
ove 
tra 
anc 
42 
inc 
anc 
obt 
als 
tre 
div 
cas 
fec 
cor 
wel 
inf 
five 
cat 
Th 
ane 
uri 
wit 
the 
dru 
to 
cer 
hol 
tai 
fou 
bac 
of 
cas 
tha 
nes 
the 
to 
int 
pli 
inf 
res 
thr 
inf 
pre 


Vol. 40 No. 8 


considered complicated urinary tract infections; 
the first group because they had residual urine, 
and the second group because they had a foreign 
body, the urethral catheter, in place. Keefer 
reported 409 patients collected from many clinics 
over the country, of various types of urinary 
tract infections, acute and chronic, complicated 
and uncomplicated. In this conglomerate group, 
42 per cent are reported cured. The organisms 
included in this group were mostly colon, proteus 
and pyocyaneus bacilli. The best results were 
obtained with these three organisms. Pulaski 
also reported a series of urinary tract infections 
treated with streptomycin. We have tried to 
divide these into complicated and uncomplicated 
cases. There were three neurologic bladder in- 
fections with no residual urine; these might be 
considered as uncomplicated. All three of them 
were cured. There were in all ten uncomplicated 
infections; four colon bacillus, one proteus, and 
five coccus infections. All of these uncompli- 
cated infections were cured with streptomycin. 
The remainder of his cases were complicated, 
and none of them was cured. 


The dosage of streptomycin advocated in 
urinary tract infections is large as compared 
with that of penicillin. This has been to prevent 
the organisms developing a resistance to the 
drug. Pulaski used 2.4 grams a day with fluids 
to 2,500 c. c. for three days. He obtained a con- 
centration of 500 to 2,000 units per c. c. Helm- 
holtz gave 2 grams a day for one week, and ob- 
tained a concentration of 1,330 units per c.c. He 
found that urine with 100 units per c. c. was 
bactericidal in vitro. We have used a dosage 
of from 2 to 2.5 grams streptomycin a day in the 
cases reported here. Our criteria for cure are 
that the centrifuged specimen of urine must be 
negative microscopically and culturally. All of 
these patients have been followed from ten days 
to six months. There are 29 cases in all, divided 
into two groups: 14 uncomplicated and 15 com- 
plicated urinary tract infections. 

In the group of 14 uncomplicated urinary tract 
infections, there are 2 cases of post-prostatic 
resections, one of recent standing and one of 
three years’ duration. These were both heavily 
infected with colon bacillus, and both cleared 
promptly on 2 grams a day of streptomycin for a 
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period of three days. We were particularly 
struck with the improvement of the man who we 
know had had his infection for three years. His 
urine had been grossly infected and full of pus 
all this time, and in three days it became crystal 
clear and the cultures negative. There are two 
stone cases, one in the kidney and one in the 
bladder. Both stones had been removed at oper- 
ation, and infection in the urinary tract had 
persisted. These both promptly cleared on 
streptomycin therapy. There are three cases of 
chronic pyelonephritis. All had good renal func- 
tion and only slight changes in the pyelograms. 
Therefore, we consider them as uncomplicated. 
There are seven cases of acute cystitis. All of 
these patients with uncomplicated urinary tract 
infections cleared on streptomycin therapy. The 
organisms involved in this group were, 11 colon, 
2 pyocyaneus, and 1 proteus bacilli. 


There are 15 patients with urinary infections 
who had complications in the urinary tract. One 
is a man with a diverticulum of the bladder. 
He had been treated for three years elsewhere 
because of a so-called chronic pyelonephritis. 
In spite of all the various sulfa derivatives and 
penicillin therapies, his infection persisted. Ex- 
amination here showed that he had a normal 
upper urinary tract, and a small diverticulum of 
the bladder, of approximately 50 c. c. capacity. 
The remainder of the urologic examination was 
negative. The offending organism was a colon 
bacillus. He was given streptomycin for five 
days, and in three days his urine became per- 
fectly clear, and the urine cultures became nega- 
tive. We have seen this patient and have had re- 
ports from him for one year, and he has re- 
mained cured symptomatically and the urine 
negative microscopically. This is the only pa- 
tient in the complicated group who was cured 
on streptomycin. There are four cases of renal 
calculi, two bilateral staghorn calculi unoperative 
and two operated upon; none cleared on strep- 
tomycin. There are four cases of dense ureteral 
strictures requiring frequent dilatations and still 
some obstruction persisted. There are four 
neurologic bladders with residular urine from 
400 to 800 c. c. There are two chronic pye- 
lonephritis cases with marked renal damage 
and pyelographic changes. None of these 14 
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patients was cured. The bacteria involved were 
approximately the same as in the uncomplicated 
group, 10 colon and 3 pyocyaneus bacilli, and 3 
staphylococci. 

It has been noted that in both penicillin 
and streptomycin therapy, many of the cases 
seem to clear during therapy but recur a week or 
so after the drug is discontinued. The question, 
of course, is whether they are true recurrences or 
reinfections. The few we have seen we believe 
are more likely reinfections because the bac- 
terial smears as well as the cultures have become 
negative. It is possible, of course, that the bac- 
teria may change in such a way as to give a 
negative culture, and when the drug is stopped, 
regain their power of growth. But if this is the 
case, then the stained bacterial smear should be 
positive. It seems more likely that the cause for 
the original infection is still present in the in- 
dividual, and the patient has a reinfection with 
the same organism when the antibacterial agent 
is stopped. Patients with complicated urinary 
tract conditions may have so improved that they 
seem to be cured; but with the complication still 
present, the infection rapidly recurs when the 
drug is stopped. This, however, is still an open 
question, and whether it is recurrence or reinfec- 
tion is not definitely known. It happens often 
enough so that all of these patients treated for 
their urinary tract infections, should be followed 
for some time to make sure that the infections 
remain cleared after the drug has been dis- 
continued. 

Our conclusion from this small series of pa- 
tients, is that streptomycin is the most valuable 
bactericide which we have at the present time 
for gram-negative bacteria in uncomplicated 
urinary tract infections. However, infections com- 
plicated by other pathology in the urinary tract 
are not cured as long as the complication persists. 
In these complicated cases, streptomycin is of 
definite value preoperatively to tide the patient 
over that delicate operative period, and post- 
operatively to keep down infection as much as 
possible during convalescence. But to expect a 
cure, the complication, whether it is stone, tumor 
or obstruction of any other sort, must first be 
removed. This is similar to the results of sulfa 
and penicillin therapy in complicated infections. 
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In summary, our choice at the present time of 
drugs for treatment of non-specific urinary tract 
infections is, first, antibiotics, and second, sulfa. 
Mandelic acid and the arsenicals are still of 
distinct value in certain cases. This therapy has 
been changing constantly during the last ten 
years; we anticipate such a continuation so long 
as the chemist pursues his diligent search for 
compounds with specific antibacterial action. 


DISCUSSION (Abstract) 


Dr. Samuel L. Raines, Memphis, Tenn.—In general, 
when we think of the sulfa drugs as compared to 
penicillin and streptomycin, the tendency among all 
of us is to try to reduce the dosage of sulfa drugs and 
to increase the dosage of the others. This is because 
we have had many troublesome complications in the 
use of sulfa drugs, whereas our complications in the 
use of penicillin and streptomycin have been almost nil. 
Dr. Alyea says he gets good results from giving 1.8 to 2 
grams per day of sulfa drugs. I have not used 
such small doses. 


I would like to call attention to the paper that Dr. 
McLean from Montreal read in Cincinnati, in which 
he called attention to the synergistic action of methylene 
blue in conjunction with the sulfa drugs. He made up 
capsules which contained 7% grains of sulfathiazole and 
a half grain of methylene blue. He says it is a very 
messy procedure. He gave one capsule four times a 
day and obtained some very excellent results, par- 
ticularly in colon infections. 


I am one of those who still think that strong 
alkalinization and careful examination of the urine are 
worth-while procedures to avoid complications of sulfa 
drugs, because there are some people who are sensitive 
to them. Dr. McLean said that in a large series of cases 
he had only one complication. In this case 1.8 grams 
per day for a day and a half were given and anuria 
developed apparently from tubular involvement. 


With penicillin, there have been practically no com- 
plications. I had one very difficult and very extreme 
reaction from it when given in beeswax. This patient 
had penicillin in saline in 1945, and penicillin by 
mouth in March 1946 without complications. The third 
time he took penicillin it was taken in beeswax; and 
about eight or ten days later he had a very severe 
erythema’ from his waist down with swelling of his feet, 
which was very distressing to the patient and to his 
physician. I had two other patients who had reactions 
locally who had taken penicillin in beeswax. Certainly 
we are going to run into some patients who are sensitive 
to the honey or beeswax and there will be some unhappy 
experiences. However, these have not been very numerous 
and the other type of penicillin is getting cheaper all 
the time and has been very useful in our hands. 
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I had some experience in the use of streptomycin in 
complicated cases in the Army. It is true that you 
cannot keep down the infection if you have stones 
and: obstructions and catheters. But I can assure you 
we saved the lives of many of those cases simply by 
having the streptomycin to control their fever and 
control the infection until we could operate upon them. 
Some patients will have to keep the catheter in in- 
definitely, and it is useful to give streptomycin once 
in a while, even though the improvement be tem- 
porary. Of course, we all know we have to give two 
or three million units of this drug to get the results we 
want, and we must avoid giving too small a dose and 
thus avoid the very powerful streptomycin resistance 
phenomenon with which we are all familiar. 


In tuberculosis I have had no experience, but I can 
say from other sources that the acute cases have had 
some very encouraging results, while in the chronic 
cases it is entirely too early to evaluate it. I had a 
patient who failed entirely to respond to rather large 
doses of sulfa and penicillin, who responded in 48 hours 
to streptomycin from a colon infection. I feel sure the 
drug saved his life. Certainly we are going to continue 
to depend upon it in cases in which other drugs have 
not been beneficial. 


Mandelic acid has been difficult to maintain by many 
patients and has not been used as much as it merits. 
Grayson Carroll has used mandelic acid a great deal. 
He is using it intravenously. The preparation is not 
yet on the general market. Carroll is using 20 c. c. 
ampules of it intravenously, which provides a concen- 
tration of 1 per cent in the urine for eight hours, and 
that is sufficient to kill nearly all of the bacteria in the 
urinary tract. He has obtained some very good results. 


In the Army and out I have been requested by many 
patients to give them streptomycin and penicillin and 
sulfa drugs, for chronic urethral discharges. I have 
used all of them. In chronic urethral discharges, none 
of them does very much good. 


Dr. Alyea (closing).—The serious complications of 
vertigo and impairment of hearing usually appear after 
three weeks of therapy. They are thought to be due to 
certain impurities in some lots of the drug rather than 
to the streptomycin itself. Continuation of the drug 
May not cause aggravation of the symptoms, but may 
cause the labyrinth to remain dead permanently. In 
our patient with tuberculosis in her only remaining 
kidney, this has been true; but she has compensated 
for it so that she can walk quite well, unassisted. She 
was no worse at the end of the third course of therapy 
than she was after the first. 


In non-specific infections, the drug is given for 
only three to four days, and these serious complications 
have not been encountered. If the drug is indicated, 
it should not be withheld because of the possibility of 
the mild complicaticns; but in other patients, if the 
serious complications arise, a re-evaluation of the therapy 
should be made at once. 
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QUANTITATIVE SEROLOGIC TESTS 
FOR SYPHILIS* 


USE AND AVAILABILITY IN VENEREAL DISEASE 
CONTROL 


By Vircit Scott, M.D. 
and 
E. Gurney Crark, M.D. 
St. Louis, Missouri 


The Widal and certain other serum tests of 
antigen-antibody reactions detect in blood serum 
circulating antibodies present as the result of 
previous “experience” with the antigen either 
by virtue of infection (clinical or subclinical) 
or because of immunization. The detection of 
the mere presence of these antibodies is fre- 
quently not sufficient for clinical purposes. 
Therefore, in performing these serum tests quan- 
titative technics are routinely utilized, results 
being recorded in terms of the highest dilution of 
serum showing a positive result, for example, 
1-64, 1-128, and so on. 

Similarly, tests are available for the detec- 
tion of an antibody-like substance, so-called 
syphilitic reagin, in the serum of persons in- 
fected with syphilis. Unfortunately, these same 
tests also detect the presence of a similar but 
probably not identical substance! which ap- 
pears as the result of certain nonsyphilitic dis- 
eases and conditions. Again, as in the Widal, 
under certain circumstances the mere detection 
of presence is not sufficient; and quantitative 
determinations are desirable if, indeed, not es- 
sential. 

Although the measurement of the amount of 
syphilitic reagin in blood serum has been studied 
experimentally since 1909, when Boas? first 
demonstrated the feasibility of quantitation, only 
in recent years has the clinical value of quantita- 
tive methods been clearly established5’ The 
recognition of the importance of quantitative 


*Read in Section on Public Health, Southern Medical Associa- 
tion, Fortieth Annual Meeting, Miami, Florida, November 4-7, 
1946 


*From the Syphilis Clinic of the Washington University Clinics 
and the Departments of Preventive Medicine and Medicine, 
Washington University. 

*Part of the work described in this paper was performed under 
a contract recommended the Committee on Medical Research 


between the Office of Scientific Research and Development and 
Washington University. 
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procedures is attested by the fact that quantita- 
tive serologic tests for syphilis are now avail- 
able in at least 43 of the 48 state health depart- 
ment laboratories. In some of these, titration 
is performed routinely upon all specimens sub- 
mitted. Under these latter circumstances, par- 
ticularly, the interpretation of quantitative re- 
sults becomes of importance to health officers 
and practicing physicians alike. It is the pur- 
pose of the present communication (1) to re- 
emphasize the usefulness and limitations of these 
procedures in the diagnosis, treatment, and post- 
treatment observation of patients with syphilis, 
(2) to summarize their value in control of the 
disease, and (3) to direct attention to the almost 
universal availability of such serologic technics. 


Although the results of quantitation may ren- 
der valuable assistance in all stages of syphilitic 
infection, their greatest usefulness is attained in 
relation to four particular circumstances: 

(1) The serologic diagnosis of congenital 
syphilis. 

(2) The differentiation of positive serum tests 
due to syphilitic infection from biologic false 
positive reactions. 

(3) The diagnosis of darkfield negative pri- 
mary syphilis. 

(4) The serologic follow-up of patients with 
early syphilis treated by intensive methods. 


As a prelude to more detailed discussion of 
the advantages of quantitative technics in these 
specific instances, a brief summary of serologic 
methods (types of tests, methods of reporting 
results, comparisons of technics) and a review 
of the behavior of syphilitic reagin in untreated 
and treated syphilis will be presented. 


QUALITATIVE AND QUANTITATIVE SERODIAGNOSTIC 
METHODS 


Types of Tests.— Fundamentally, there are 
only two different types of serologic tests for 
syphilis, complement-fixation and flocculation, 
both of which determine the presence or absence 
of an identical substance in serum, namely, syph- 
ilitic reagin. The complement-fixation tests 
(Kolmer, Eagle, Mazzini, Hecht, etc.) being 
modifications of the original Wassermann pro- 
cedure are older chronologically and more com- 
plex technically. Flocculation tests, because of 
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their greater simplicity, have in recent years sup- 
planted in many laboratories the technically more 
difficult complement-fixation tests. Floccula- 
tion procedures may be performed in a test-tube 
(Kahn, Hinton, Eagle, etc.) or microscopically 
on a specially designed glass slide (Kline, Maz- 
zini, Eagle-Strauss, etc.). It is to be empha- 
sized that all these tests enumerated (and there 
are many others) are basically the same, the 
presence of reagin being detected on the one 
hand by the fixation of complement and on the 
other by the gross or microscopic flocculation 
of lipoidal particles. The modifications intro- 
duced by various serologists, with which their 
names have subsequently become identified, 
have been minor in actuality. Increasing sensi- 
tivity while maintaining specificity have been 
the primary objectives. Nevertheless these many 
modifications represent only minimal changes in 
the technical details of two basic methods. 


It is essential to make a clear distinction be- 
tween qualitative and quantitative technics. All 
serologic tests for syphilis may be performed in 
either manner, the former merely indicating the 
presence or absence of reagin, the latter meas- 
uring the amount of reacting substance actually 
present. Qualitative methods, by employing a 
fixed amount of patient’s serum, usually 0.1 to 
0.2 c. ¢c., maintain a standard serum-antigen 
ratio. Results are reported as positive, doubt- 
ful, or negative. Fortunately, the reporting of 
these tests in terms of plus signs has been largely 
abandoned, since this method engendered con- 
fusion by falsely implying quantitation. Unwar- 
ranted importance was attached too frequently 
to changes in plus signs, the latter reflecting only 
day-to-day variation in laboratory sensitivity. 

Quantitation is ordinarily obtained by using 
serially two-fold dilutions of serum with isotonic 
saline, 1-2, 1-4, 1-8, etc., or 1-5, 1-10, 1-20, etc., 
and a qualitative procedure (by whatever tech- 
nic) is, then performed on each of these serially 
diluted specimens. The highest dilution showing 
a positive result is usually chosen as the end- 
point. For example, if a serum is positive in a 


1-2 and negative in 1-4 and higher dilutions, 
the former is chosen as the end-point, or if posi- 
tive in 1-64 and negative in greater dilutions, the 
end-point is 1-64. The fallacy of the former 
method of reporting results of qualitative tests 
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in plus signs is readily apparent. A serum giving 
a positive (4-+-) result by qualitative technics 
may, on quantitation, be positive in the un- 
diluted state only or in as high a dilution as 
1-1000 or higher. The qualitative reports on the 
two specimens would be identical. 


Methods of Reporting Quantitative Results. — 
The present lamentable lack of uniformity in 
reporting quantitative results, which is largely 
the fault of the serologists themselves, promotes 
confusion for all concerned. In general, re- 
ports are related to the dilution of serum and are 
rendered in one of four ways: 


(1) The Actual Dilution—tThis is the fa- 
miliar method routinely used in reporting results 
in the Widal and other similar serum tests. As 
in the example previously cited, the highest di- 
lution giving a positive result is used as the end- 
point and reported, for example, as positive 
1-64. 


(2) The Dilution Unit.—In this method a 
serum is said to contain as many units of reagin 
as indicated by the highest dilution giving a 
positive result, for example, 64 units. 


(3) The Kolmer Method.—This reports the 
outcome of each dilution tested by utilizing num- 
bers (or plus signs) to indicate the degree of 
positivity of each (7a). 


Amount of Serum Result Actual Dilution 
Serum 0.2 c. c. = +4++4+4+ 1-2.5 
Serum 0.1 c. c. == ++++ 1-5 
Serum 0.05 c. c. = ++44 1-10 
Serum 0.025 c. c. = ++ 1-20 
Serum 0.005 c. c. = — 1-100 
Serum 0.2 c. c. (control) = 


Report—Quantitative Kolmer strongly positive (4442—) 


(4) Kahn Method.—This reports results in 
terms of a multiple of the dilution. It is de- 
scribed by Kahn® as follows: 


“A definite precipitate (++++, +++, or ++) is 
recorded as positive, while a very weak reaction is dis- 
counted. If a serum gives a ++++, +++, or ++ 
reaction in an undiluted state only and is negative in 
the dilution series, it is considered as containing Kahn 
units as indicated by the plus signs (4 units, 3 units, or 
2 units respectively). The potency of any serum which 
is positive on dilution is determined according to the 
formula S=4 D, where S is the serum potency in 
terms of Kahn units and D is the highest dilution ratio 
giving a positive (++++, +++, or ++) reaction. 
Thus, if serum dilution 1:5 is positive and 1:10 and 
higher dilutions are negative, the serum contains 5 X 4 
or 20 Kahn units.” 
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Three features of this last method require 
further consideration: 

(1) The employment of units (2 and 3) for 
weakly positive sera repeats the fallacy inherent 
in the archaic type of report previously used 
with routine qualitative tests by implying quan- 
titation, whereas, in fact, such sera fall into the 
doubtful range where these minor changes in 
plus signs (or units) are of no diagnostic sig- 
nificance. 


(2) The end-point in sera positive on dilu- 
tion is defined as the highest dilution giving a 
++-++-, +++, or ++ reaction. In reality, 
therefore, the end-point chosen may be and fre- 
quently is the highest dilution showing a doubt- 
ful reaction. Eagle® and others,!° who express 
quanitation in dilution units (Method 2) define 
their end-point as the highest dilution giving a 
definitely positive (not 2+-) reaction. Dis- 
regarding other factors, the Kahn method tends 
to report higher numerical values than technics 
using the latter more definitely positive criterion 
for the end-point. 


(3) As the result of Kahn’s method of arbi- 
trarily multiplying the dilution factor by 4, titers 
expressed in so-called Kahn units are approxi- 
mately four-fold greater than those expressed 
by the actual dilution or dilution unit method. 


Comparison of Results—In addition to the 
three factors mentioned above which make com- 
parisons between the various tests invalid—dif- 
ferent technics, differing end-points on titration, 
and different methods of reporting—there are 
two others: (1) inherent variations in sensitivity 
of the various tests, and (2) day-to-day vari- 
ations in the sensitivity of a single test in the 
same laboratory. The first of these, although 
well known to serologists, deserves constant re- 
emphasis. The Washington Serologic Confer- 
ences conducted under auspices of the United 
States Public Health Service have clearly indi- 
cated the variations in sensitivity of qualitative 
tests as performed by the originators, some tests 
being more, others less sensitive.!! These vari- 
ations become accentuated in interlaboratory sur- 
veys (state, city, etc.) even in comparisons of 
identical technics. Finally, in any one laboratory 
there are unavoidable day-to-day variations in 
sensitivity.'2 It is apparent, therefore, that, for 
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the serologic follow-up of patients in whom the 
trend of the titer is the important factor, re- 
sults of maximal value are obtained by utilizing 
a single reliable laboratory performing the same 
technic on each serum specimen submitted. Pa- 
renthetically, the quantitative results of floccu- 
lation tests, as compared to complement-fixation 
technics, are more nearly reproducible in the 
average laboratory because of their greater tech- 
nical simplicity. 
THE QUANTITATIVE TITER IN UNTREATED 
SYPHILIS 

Early Syphilis—With present-day sensitive 
serologic technics the blood test usually becomes 
positive soon after the appearance of the pri- 
mary lesion. Indeed, in the occasional patient, 
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reagin may already be detectable in the blood 
serum at the time the chancre is first evident. 
The rapid rise in the quantitative titer during 
the first month of clinical disease is graphically 
portrayed from our own material in Fig. 1 In 
this graph median titers are plotted in relation 
to duration of early lesions at the time of 
diagnosis utilizing male patients only, since in 
males the estimation of the duration of syphilis 
is more accurate. As indicated in this composite 
graph, reagin is frequently present during the 
first week (median Kahn titer, 2) and the rise 
in titer thereafter is precipitous so that by the 
end of the third week the median Kahn titer in 
this group of patients is well over 100 units. 
After this initial rapid rise, the titer appears to 
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FIG 1 THE RELATION OF REAGN TITER 10 DURATION 
OF EfIKLY LESIONS IN MALES 
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be maintained at approximately the same high 
level through the first six months of disease. 
These results are in essential agreement with 
those of Crosby and Campbell5 who presented 
similar data. In their material, however, after 
the initial peak, the trend of the titer was less 
well sustained and tended to fall somewhat after 
the fifth week. No information is available as 
to the further behavior of the quantitative titer 
in untreated early syphilis since treatment is 
usually promptly administered as soon as the 
diagnosis is established. Presumably, however, 
the titer remains at relatively high levels during 
the first two years of the disease. 


It is to be emphasized that the median values 
presented give no indication of the extreme 
variability of serum reagin in the individual pa- 
tient. Apparently some persons produce reagin 
promptly and in large amounts while in others 
the reverse is true. 


Late Syphilis—Less information is available 
concerning the quantitative titer in untreated late 
syphilis than in the early stages of infection. 
Moore and Eagle* have presented quantitative 
results in 445 such patients divided into five 
diagnostic categories: (a) latent syphilis, (b) 
various types of late syphilis (excluding neuro- 
syphilis) chiefly benign late and cardiovascular, 
(c) asymptomatic and meningovascular neuro- 
syphilis, (d) general paresis and (e) tabes dor- 
salis. Because of the relatively small number of 
observations in these several groups, the authors 
recognized the limited value of the data pre- 
sented. It was suggested, however, that the 
titer tended to be lower in latent syphilis and 
in tabes dorsaiis than in the other types of late 
syphilis. The variability of the titer in late 
syphilis was emphasized; no correlation appeared 
to exist between the “severity” of the disease and 
the height of the titer. 


THE QUANTITATIVE TITER IN TREATED SYPHILIS 


Early Syphilis —The serologic response imme- 
diately following treatment for early syphilis is, 
within broad limits, relatively uniform regard- 
less of drug, dosage, or the adequacy of the 
treatment employed. Moore, Stanton, Robinson, 
and Eagle’ have demonstrated that the rate 
of fall of serum reagin during the first eight 
weeks of arsenical therapy with each of five 
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different drugs is similar; and we'* have recently 
shown that the decline in serum reagin follow- 
ing penicillin therapy is comparable. Since 
some of the drugs compared are known to be 
therapeutically inferior, for example, bismarsen, 
it is evident that the initial serologic response 
following treatment is not an important criterion 
of the effectiveness of treatment. 

In primary syphilis, following institution of 
treatment, there is frequently a preliminary and 
temporary rise in titer preceding the decline. In 
all probability this represents not a provocative 
phenomenon, but instead, a delay in the arrest 
of the mechanism of reagin formation. In sec- 
ondary syphilis this preliminary rise in titer 
after the institution of treatment is usually not 
apparent, the serum reagin falling gradually at 
a fairly constant rate. Although there is con- 
siderable individual variation, just as there is 
in the rate of reagin production initally, the rate 
of fall of serum reagin is relatively uniform in 
both primary and secondary syphilis. 

In general, the time-interval between onset 
of treatment and the attainment of seronegativ- 
ity is largely determined by two more or less 
dependent factors. Evidence is available that 
duration of infection is one factor which modi- 
fies this response, the longer the duration of 
disease, the slower the rate of fall of serum 
reagin.'5 A factor of equal importance in the 
duration. of seropositivity following treatment is 


the original height of the titer, the higher the 


titer, the longer the interval until the com- 
plete disappearance of serum reagin. 

Late Syphilis—As in untreated late syphilis, 
less information is available as to the effects of 
treatment on the quantitative titer in the late 
stages of the disease. In the experience of 
Moore and Eagle‘ the titer in previously treated 
patients with late syphilis was approximately 
half of thag,recorded in untreated patients. In 
many of these, treatment had apparently been 
ineffectual in preventing progression; the lower 
titer therefore was not indicative of a less serious 
disease process. Observations by Thomas’ in 
latent syphilis suggest that, as already demon- 
strated in early syphilis, the longer the duration 
of infection, the slower the serologic response 
following treatment. 


It cannot be too repeatedly emphasized that 
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in late syphilis what happens to the blood test 
is of minor importance; the patient and not the 
blood test is the paramount consideration. 


SPECIAL INDICATIONS FOR QUANTITATIVE 
SEROLOGIC TESTS FOR SYPHILIS 

Although in many instances qualitative tests 
still suffice, the over-all value of quantitative 
tests in the management of syphilis is estab- 
lished, and in at least four instances, their use 
is relatively, if not absolutely, essential. 

(1) The Serologic Diagnosis of Congenital 
Syphilis —The validity of Fildes Law that a 
positive STS* recorded on infant’s blood is 
diagnostic not of syphilis in the infant but in the 
mother has been proved by Cruickshank,'* Dun- 
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ham,'5 and, most recently and conclusively, by 
Faber and Black'® and by Christie.'? It is 
clearly evident that passive transfer of maternal 
reagin across the placental barrier into the in- 
fant’s circulation is a common occurrence. Under 
these circumstances the important consideration 
is, again, not the mere presence of reagin in the 
infant’s serum, but how much reagin is present 
and what is the trend. The several serologic 
trends that may be observed in infants born 
of syphilitic females are diagramatically por- 
trayed in Fig. 2. In the absence of congenital 
syphilitic infectiont the serum reagin content 


*Serologic test for syphilis. 
tProved by subsequent follow-up. 
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of infants born of seropositive syphilitic females 
may, at the time of delivery, approximate or be 
less than that of the mother. Occasionally, 
particularly when the mother has a low titer, 
the infant may be seronegative at birth (Line 
A). A disproportionately high titer in the in- 
fant which is well beyond the limits of labora- 
tory variation and is confirmed by repeated 
tests almost certainly is indicative of syphilis of 
the fetus. Reagin of maternal origin circulating 
in the infant disappears rapidly during the first 
few weeks of life (Line B). With rare excep- 
tions this will have disappeared by the end of 
eight weeks of observation. The critical period 
is the first eight to twelve weeks of life. In- 
fants which are seronegative at the end of this 
time-interval (Lines A, B) may safely be as- 
sumed to be nonsyphilitic.'* A confirmed rising 
titer with or without an initial decline indicates 
the production of new reagin, that is, infection 
of the offspring (Lines C, D, E). Such a rise in 
serum reagin is almost invariably accompanied 
or followed by clinical and/or roentgenologic 
evidence of congenital syphilis. 


(2) The Differentiation of Syphilitic Infec- 
tion and Biologic False Positive Reaction—One 
of the vexing problems with which the physician 
may be confronted is the decision as to whether 
a positive STS is indicative of syphilitic infec- 
tion or of a biologic false positive reaction. It 
has been amply demonstrated that a variety of 
diseases and conditions too numerous for com- 
plete enumeration here may cause the transitory 
appearance of a reagin-like substance in the 
blood serum. In addition to other treponemat- 
oses and various exotic diseases, biologic false 
positive serologic tests for syphilis are known to 
accompany malaria (probably 100 per cent),!9 
vaccinia (12-20 per cent),?° 2? infectious mono- 
nucleosis (about 20 per cent),?> and indeed, 
many minor upper respiratory infections.24 It 
is evident, therefore, that a biologic false posi- 
tive STS must be considered in any patient 
suffering or convalescing from any of these dis- 
eases or conditions known or suspected of caus- 
ing biologic false positive reactions who presents 
no historical, clinical, or collateral evidence of 
syphilis. Single quantitative serologic tests for 
syphilis may be of value since biologic false posi- 
tive sera are usually, though not always, of low 
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titer. Unfortunately, many syphilitic sera con- 
tain equally small amounts of reagin, particularly 
in latent syphilis of long standing. The chief use- 
fulness of quantitative technics in such patients 
is the serial determination of the titer over 
periods of weeks or months, since biologic false 
positive reactions usually disappear within six 
months’ time. At present, there is no single 
serologic examination, “verification” or other- 
wise, which is of proved value in the differenti- 
ation of syphilitic infection and biologic false 
positive reaction.?5 

An example of a biologic false positive reaction 
accompanying infectious mononucleosis is shown 
in Fig. 3. The relatively high titer observed 
in this patient illustrates an exception to the 
rule that biologic false positive reactions are 
usually low-titered. 

(3) The Diagnosis of Darkfield Negative Pri- 
mary Syphilis —Quantitative blood tests are oc- 
casionally of value in patients with chancres 
when Treponema pallida cannot be demon- 
strated upon repeated darkfield examinations. 
Treponema pallida may disappear spontaneously 
from such lesions with the passage of time or be- 
cause of the use of local antiseptics. Usually, in 
these instances, the etiologic agent can be demon- 
strated either by aspiration of the base of the 
lesion or by lymph node puncture. At times, 
however, both of these procedures are fruitless 
and the diagnosis of primary syphilis must rest 
upon serologic evidence, that is, a rising titer 
confirmed upon repeated examinations. Care 
must be exercised in serologic interpretation 
since both chancroid and lymphogranuloma ve- 
nereum may cause biologic false positive sero- 
logic tests for syphilis.26?7_ These false positive 
reactions are usually of low titer and relatively 
short-lived; laboratory tests for these diseases 
may prove of value. 

(4) The Serologic Follow-up of Patients with 
Early Syphilis Treated by Intensive Methods.— 
Quantitative blood tests are a sine qua non in 
post-treatment observation following intensive 
therapy for early syphilis. Since, under condi- 
tions of civilian practice, the majority of pa- 
tients are seropositive at the completion of rapid 
treatment,* the serologic trend can be deter- 


*In the Armed Forces a high percentage of early syphilis was 
osed in the seronegative primary phase.” 
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mined only by the use of quantitative technics. 
With adequate treatment, as illustrated in Fig. 
4, the titer falls at a more or less constant rate 
until ultimate seronegativity results. If, on 
the other hand, treatment has not been ade- 
quate, relapse (clinical and/or serologic) will 
subsequently occur. Clinical relapse is usually 
preceded by a serologic relapse (Fig. 5), the 
first evidence of which may be detected days or 
even weeks before the reappearance of infectious 
lesions. Since serorelapse occurs frequently when 
patients have not yet attained seronegativity, it 
is apparent that qualitative tests are useless 
under these circumstances because only quanti- 
tative methods reveal the actual serologic trend. 
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From the public health standpoint, impending 
clinical relapse may frequently be predicted by 
preceding serorelapse and the reappearance of 
infectious lesions may be prevented by retreat- 
ment. 

With most rapid treatment methods now 
employed the minimum cumulative relapse rates 
approximate 10 per cent.* The importance of 
careful post-treatment observation of patients 
so treated is evident since about one in ten 
will need retreatment. The majority of these 
relapses occur within the first year after treat- 
ment. Conversely most, but by no means all, 


*At the end of one year. 
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adequately treated patients will have achieved 
permanent seronegativity during the first twelve 
months following treatment; a few additional 
patients will subsequently during the second 
year become seronegative without additional 
treatment.*?9 


INTERPRETATION OF QUANTITATIVE RESULTS 


Variations in day-to-day sensitivity of sero- 
diagnostic tests have already been emphasized. 
Since quantitative tests are actually qualitative 


tAn additional but infrequent use of quantitative technics 
is in the detection of a prozone phenomenon. Flocculation tests 
performed on undiluted serum may give falsely doubtful or —- 
tive results when excessive amounts of reagin are present. In 
circumstance, 1-5 or 1-10 dilutions of serum with isotonic saline 
will be positive. 
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methods applied to a series of serum dilutions, a 
word of caution in the interpretation of quanti- 
tative results is essential. With titered comple- 
ment-fixation technics this unavoidable varia- 
tion may amount to as much as 100 per cent,°° 
and it is nearly as great with quantitative floc- 
culation methods. No reliance can be accorded 
a single serologic observation which suggests a 
pronounced change in the titer because of the 
possibility of technical error; only confirmed 
changes in the trend may be considered signifi- 
cant. More simply stated a two-tube change in 
titer is within the limitations of the method; a 
change of greater degree is usually significant 
if confirmed on repeat examination. 
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AVAILABILITY OF QUANTITATIVE TESTS 


In so far as we are aware, there is no pub- 
lished information regarding the availability of 
quantitative technics in this country. Mahoney*! 
recently indicated that he had personal knowl- 
edge of only five or six states whose health de- 
partment laboratories furnished this service. 
In an attempt to obtain precise information we 
recently sent questionnaires to the state health 
department laboratories of the 48 states, the 
District of Columbia, and 4 territorial posses- 
sions. As of June, 1946, quantitative tests are 
performed either routinely (6 states*) or on 
special request (37 states and the District of 
Columbia) in 43 of the 47 state health depart- 
ment laboratories which respondedt and in the 
territories of Puerto Rico, the Virgin Islands, 
and Hawaii. They are not now available in the 


*Georgia, Maryland, New York, South Dakota, Utah, and 
Wyoming perform quantitative serologic tests for syphilis on all 
specimens positive with standard or supersensitive serodiagnostic 


tests. 
tNo reply from Delaware. 
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health department laboratories of Arkansas, 
Pennsylvania, North Carolina, and Vermont and 
of Alaska, although two of these, Arkansas and 
Vermont, hope to institute this service in the 
near future. It is to be emphasized that only 
state health department laboratories were in- 
cluded in this survey; and it is likely that quan- 
titative blood tests can also be obtained in 
many city and private laboratories. In any 
event it is apparent that quantitative results are 
readily available to most physicians. 


SUMMARY AND CONCLUSIONS 
(1) Serologic tests for syphilis may be per- 
formed either on a qualitative basis, thus merely 
determining the presence or absence of syphilitic 
reagin, or quantitatively, the actual amount of 
reacting substance being measured by titration. 


(2) It has been the purpose of this paper (a) 
to reemphasize the usefulness and limitations 
of quantitative methods in the diagnosis, treat- 
ment, and post-treatment observation of patients 
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with syphilis; (b) to summarize their value in 
control of the disease; and (c) to direct atten- 
tion to the almost universal availability of such 
technics. 


(3) The multiplicity of names applied to 
serologic tests for syphilis engenders confusion, 
whereas actually these tests represent merely 
minor differences in the technical details of two 
basic methods, complement-fixation and floc- 
culation. 


(4) The several methods of titration in gen- 
eral use are fundamentally similar in perform- 
ance, quantitation being attained by performing 
qualitative tests upon dilutions of serum, but 
uniform methods of reporting results have not 
been adopted. 

(5) This lack of a uniform method of re- 
porting quantitative results has retarded gen- 
eral appreciation of the value of titration and 
has led to confusion in the interpretation of 
results. 

(6) Comparisons of quantitative results are 
rendered difficult not only by the varying 
methods of reporting results but also by the 
differing definitions of the end-point on titration, 
by inherent variations in sensitivity of the sev- 
eral tests, and by unavoidable day-to-day lab- 
oratory variations in the sensitivity of any one 
technic. 

(7) The behavior of syphilitic reagin as de- 
termined by titration is reviewed in early and 
late untreated and treated syphilis. 


(8) Quantitative serologic tests for syphilis 
are of especial value in: (a) the serologic diag- 
nosis of congenital syphilis; (b) the differ- 
entiation of syphilitic infection and biologic 
false positive reaction; (c) the diagnosis of 
darkfield negative primary syphilis; and (d) the 
serologic follow-up of patients with early syph- 
ilis; treated by intensive methods. 

(9) Quantitative serologic tests for syphilis 
can be valuable aids in the control of infec- 
tiousness following treatment for early syphilis 
since clinical relapse is usually preceded by 
serorelapse and may be prevented by re-treat- 
ment. 

(10) The interpretation of minimal changes 
in serologic titer must be guarded. Only pro- 
nounced rises in titer which are confirmed by a 
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second observation should be accorded signifi- 
cance. 


(11) Quantitative tests are now readily ob- 
tainable in this country, being available in 43 
of 47 state health department laboratories and 
in 3 of 4 territorial possessions. 
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DISCUSSION (Abstract) 


Dr. C. N. Frazier, Galveston, Tex—I1 have been 
amazed that clinicians interested in syphilis have been 
so slow to understand the value of quantitative methods 
in the serologic study of the patient. Neither have ser- 
ologists, generally, been interested until recently in this 
achievement, which, it seems to me, must qualify their 
discipline as a science. Yet, as Dr. Scott has pointed out, 
almost forty years have passed since it was first shown 
that there is something measurable, as well as detectable, 
in the blood of a syphilitic patient. 


Over twenty years ago a practical quantitative technic 
for the Wassermann reaction was developed by Kolmer, 
but there were few who used it. In fact, it was too 
often the practice to discredit it. Only recently have 
such tests been generally available and clinicians in- 
terested in their employment. At last they have affected 
our thinking about the disease. Particularly is this true 
of congenital syphilis. 


It was not until the application of the quantitative 
technic to the diagnosis of syphilis in the newborn 
that we learned that many infants born of syphilitic 
mothers do not have syphilis even though their tests 
are initially positive, and that we had been measuring 
something in the infant’s blood which got there only 
because it was in the mother’s blood. By studying the 
trend of the titer in such cases, it is now possible to 
identify the source of the reagin in the infant and thus 
to learn when it is being elaborated by the infant itself; 
establishing the diagnosis of congenital syphilis. 


Although quantitative tests are now easily available 
to clinicians, there seems to be confusion with regard to 
the interpretation of their results. Serologists are largely 
responsible for this through the lack of uniformity in 
the notation of the results. There seems to be little 
valid reason for the use of units for this purpose. 
Units as such have got to be so ambiguous and num- 
erous, in medicine, that few know, or can long remember 
the basis of reference of the various units. There are 
units of vitamins, of antitoxins and antibiotics, and of 
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many other items, When it is possible to avoid this 
ambiguity, I think it should be done. 

It seems to me there is only one acceptable way of 
reporting the quantitative test and that is by the titer, 
which is the highest dilution of the patient’s serum in 
which the reaction occurs. I would abandon the unit 
system entirely. Clinicians understand the meaning of 
the titer from their familiarity with the Widal reaction, 
for example, and it should be easy to acquaint them 
with the significance of the serologic tests for syphilis 
in the same terms. 


Furthermore, it is advisable for the clinician to be- 
come familiar with one test and to apply that to all 
of his patients. The custom of reporting the results 
of many tests only confuses the clinician, and, besides, 
the results of the various tests, flocculation or comple- 
ment fixation, cannot be interchanged indiscriminately 
if they are to have any meaning insofar as the individual 
patient is concerned. One reliable quantitative method 
should be adopted for use at any one time. Only by 
so doing can the clinician learn its interpretation as well 
as its limitations, with reference to one patient or to any 
series of patients. 


Often one is called upon to justify the use of quan- 
titative methods in serologic diagnosis. Students are 
frequently in doubt as are also those engaged in the 
practice of medicine. I have found a simple analogy 
quite convincing to those who question the practicality 
of quantitation as a useful clinical tool. I would place 
side by side two clinical scales. On the dial of one would 
appear the notation “weight,” and on the other the 
conventional standardized graduation in pounds or kilo- 
grams. The clinician who uses the first scale, could 
learn only one fact when the patient mounted the plat- 
form. He would see that the patient had weight to 
his body. If he were interested in using weight as a 
measure of health, regardless of whether there was 
gain or loss, al he could learn would be that the 
patient had weight. The increments or decrements of 
growth would be lost. The procedure would have no 
significance for the intended purpose. But on the other 
instrument, there would be recorded day by day, or 
week by week, the relation of the present to the past 
in pounds or kilograms, as the case may be, and so 
progress or decline would be exactly measured. The 
procedure would thus have intelligent and _ helpful 
significance. 


Mr. E. L. Webb, Atlanta, Ga.—For a number of 
years we in the laboratory of the Georgia Department 
of Public Health have been rendering quantitative 
serologic service. We thought we saw arising on the 
horizon a demand more and more for this type of 
service, so beginning the first of this year we made it 
a routine procedure. I might say, however, that there 
are some headaches in connection with the routine 
application of the quantitative test. 

Physicians requesting quantitative tests know pretty 
well how to interpret the reports. However, when you 
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make it routine, irrespective of specific requests, you 
have a lot of explaining to do. There is some ground- 
work to be done among physicians, in regard to the 
quantitative test and its value, in order for them 
to derive the desired benefits from this type of labora- 
tory service. We have found that the clinicians re- 
turning from the service, are quite appreciative of the 
quantitative serologic test. I might suggest that our 
medical schools should lay a little more emphasis in 
their teaching program upon the quantitative test and its 
value. 


As the author said, there is confusion as to the num- 
ber of tests, the kind of tests, and the methods of re- 
porting. However, if the clinician is accustomed to a 
certain test and he uses that test repeatedly in quanti- 
tation, I think he will receive the desired laboratory 
assistance. 


DELAYED SERUM TYPE OF REACTION 
TO PENICILLIN* 
REPORT OF THREE CASES IN ONE FAMILY 


By Epwin L. KEnpie, Jr. 
and 
Exam C, Toone, Jr. 
Richmond, Virginia 


In a recent publication Gordon! reported three 
cases of a delayed serum sickness type of re- 
action to penicillin and stressed its rarity as 
judged from material available in the current 
literature. 


The following three cases are reported from 
a single family and all were observed within a 
period of six weeks. 


Case 1—R. K., a four-year-old white girl, had 
catarrhal otitis media, for which she was treated with 
penicillin by mouth. The penicillin was given in alum- 
inum hydroxide gel and she received approximately 
16,600 units every three hours. Treatment was con- 
tinued for slightly more than 48 hours, after which the 
patient appeared to be in good health for another 6 days. 
At the end of this time, she awoke one night crying 
as if in pain and was very sensitive to touch. Her tem- 
perature was 101° (axillary), but physical examination 
was otherwise negative. 

The next day there was marked wheal formation over 
the trunk and extremities and both wrists and ankles 
were swollen and tender. She could not stand and cried 
out whenever moved or even touched. The swelling of 
the wrists and ankles was gone after three days, but 


*Received for publication September 20, 1946. 
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the joints remained painful, the temperature was ele- 
vated, and the urticaria persisted for about a week. 
Benadryl and pyribenzamine afforded some sympto- 
matic relief, but the joints remained painful in spite of 
therapy. The entire episode covered an eight-day period. 


Case 2—L. K., a 34-year-old white man, was given 
penicillin by mouth as treatment for acute antritis 
and received 20,000 units (Lederle) every three hours 
for a 48-hour period. Recovery was prompt, he re- 
turned to work, and appeared to be in good health for 
about 5 days. At this time, he experienced severe itch- 
ing and general malaise. The temperature was 102°. 
Large urticarial wheals were present particularly over 
the extremities and the girdle region and there was swell- 
ing of both wrists and the small joints of the hands. 
The right foot was swollen and all joints were tender. 
Benadryl 50 mg. three times daily afforded considerable 
symptomatic relief. The fever disappeared after three 


. days, but the painful joints and urticaria persisted for 


another two days. 

Case 3—E. K., a 28-year-old white woman, received 
penicillin by mouth as treatment for acute pharyngitis. 
“Ledercillin,” 20,000 units, was given by mouth every 
three hours for a 4-day period. There was some itching 
on the last day of therapy, but no demonstrable rash. 

Five days following the cessation of therapy, the 
itching became worse and urticarial wheals began to 
appear. There was a feeling of general malaise, and the 
temperature was 101°. 

During the ensuing week, there was tenderness and 
swelling of both feet and ankles and of both wrists 
and hands. The soft tissues in the right periorbital 
space were so edematous that the eye was almost closed 
for about twenty-four hours. There was swelling of 
the upper lip. Fever was present for only four days, but 
the painful joints were present for a week and the 
urticaria was not completely gone until two weeks fol- 
lowing the onset. The urticaria responded temporarily 
to epinephrine hydrochloride by hypodermic, but ben- 
adryl gave little relief from symptoms. 

These cases follow closely the clinical charac- 

teristics of the three cases reported by Gordon, 
that is (1) delay in appearance of symptoms, 
(2) severe malaise and moderate fever, (3) 
severe, intense, spreading urticaria, (4) arth- 
ralgia with serous effusions into the joints, (5) 
a self-limited course varying from five to four- 
teen days regardless of the treatment used. In 
none of the three cases, however, was there 
evidence of an exfoliative dermatitis of the 
palms. 
In neither of the three cases here reported 
had there been a previous history of sensitivity 
or clinical allergy, except in the case of L. K. 
who several years ago had a mild urticaria, pre- 
sumably to egg. 
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Case 2 (L. K.) had previously had a trich- 
ophyton infection of the feet of moderate se- 
verity, but the other two cases were free of all 
types of fungus infection and gave no history of 
an infection in the past. Graves, Carpenter, 
Unangst? and others have pointed out that tinea 
infections may be a factor in sensitizing a 
patient to penicillin. 


Cases 2 (L. K.) and 3 (E. K.) had both taken 
penicillin prior to the present illness, but Case 1 
(R. K.) had never been previously treated with 
the drug. Two of the cases reported by Gordon 
had received treatment with penicillin prior to 
the period of treatment initiating the serum type 
of reaction. 


McClosky and Smith’ in careful experiments 
have concluded that anaphylactic sensitization 
in susceptible guinea pigs can be achieved with 
penicillin as it is currently prepared and mar- 
keted. 


Inasmuch as penicillin is a relatively new 
therapeutic agent, it is not likely that many 
patients have received more than one course of 
treatment with the drug. As time elapses it is 
probable that more cases of this type of reaction 
will occur as more people are subjected to a 
second or third administration of the drug. 


SUMMARY 


(1) Three cases of a “serum-sickness” type of 
reaction occurring in a single family following 
the administration of penicillin are reported. 


(2) One case had had a moderately severe 
trichophyton infection of the feet and two cases 
had previously been treated with penicillin. 

(3) Anaphylactic sensitization to penicillin 
can occur and patients subjected to second 
courses of treatment with the drug should be 
observed with added caution. 

(4) Promiscuous use of penicillin in trivial 
infections should be avoided because of this 
feature. 
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MODERN MANAGEMENT OF 
HEMORRHOIDAL DISEASE* 


By Rurus C. Attey, M.D. 
Lexington, Kentucky 


The time allotted for this presentation does 
not permit complete discussion of the subject. 
It is assumed, therefore, that fundamentals such 
as anatomy, physiology, pathology, etiology, are 
understood and that the operator has sufficient 
skill and experience to examine the patient 
thoroughly, to evaluate the findings, and to ar- 
rive at an accurate diagnosis. The subject will 
be limited to management of internal hem- 
orrhoids and associated anal varices. 

Hemorrhoids are essentially masses of varicose 
veins. The external variety consists of varices 
of the inferior hemorrhoidal plexus located under 
the anal skin. Rupture of these veins produces 
acute external thrombotic hemorrhoids. Internal 
hemorrhoids are submucous masses of varices in- 
volving the superior hemorrhoidal plexus just 
above the anorectal line. Usually three dis- 
tinct primary tumors are present, two being lo- 
cated on the right side and one on the left. 
Communicating branches connect the external 
and internal hemorrhoidal areas. 

Hemorrhoids are rarely seen in children; they 
are most frequently seen in patients in midlife 
or beyond. They may be encountered in all 
stages of development from the small early 
venous dilatation to the large masses of varices 
with extensive mucosal redundancy and prolap- 
sus. The majority of patients with hemorrhoidal 
disease will also have additional pathologic con- 
ditions such as fissure, cryptitis, or papillitis, 
which must be taken into account in treatment. 
It should be strongly emphasized that rectal 
or colonic cancer may also be present. This is a 
pitfall that will sooner or later entrap the unwary 
surgeon. 

Symptoms vary depending upon the size of the 
hemorrhoids and the pathologic changes in- 
volved. Bleeding, protrusion and discomfort at 
the time of defecation are the most usual com- 
plaints. Pain usually indicates the presence of 


*Read in Section on Proctology, Southern Medical 
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an inflammatory lesion involving the sensitive 
anal skin. Constipation is not an unusual com- 
plaint; it has been noted, however, that many 
patients with severe hemorrhoids are remarkably 
regular ‘in their bowel habits. 


The onset and development of hemorrhoidal 
disease is so gradual that few patients realize 
that their general vigor and vitality have been 
insidiously but definitely diminished. It is also 
true that vague digestive complaints may be, 
and often are, the result of reflex disturbances 
of rectal origin. Hemorrhoidectomy is not in- 
frequently followed by complete relief of puz- 
zling digestive symptoms and by an improvement 
in general health and sense of well being. Ob- 
stinate constipation is frequently improved if 
not completely relieved following removal of 
hemorrhoids. 

Palliation may be the treatment of choice 
for patients with general debility from age or 
disease, or for other reasons. Prompt manual 
replacement of protrusion and the local applica- 
tion of moist heat with patient lying down for 
half an hour will relieve much of the distress 
which may follow defecation. Additional symp- 
tomatic relief may be obtained by the local use 
of soothing ointments or lotions. Suppositories 
are of doubtful value. It is always helpful to 
correct constipation so as to avoid passage of 
hard, traumatizing stools. 

Sclerosing therapy is often of value in treating 
fairly early uncomplicated internal hemorrhoids. 
It stops bleeding and shrinks the hemorthoids 
by the production of submucous fibrosis. The 
“injection treatment” consists of the submucous 
injection of a chemical irritant to produce the 
desired sclerosing effect. The technic of injec- 
tion and the solutions employed have been ade- 
quately described by Terrell and others. Pa- 
tients who receive this treatment should be 
warned that permanent cure is not to be expected 
and that recurrence is probable after a period 
of months or years. 

Negative galvanic electricity, as used by 
Droste and others, is said to be highly satis- 
factory in the production of fibrosis and shrink- 
age of hemorrhoidal tissue. The chief objection 
to this method is the meticulous and time-con- 
suming technic required. 

Hemorrhoidectomy offers the best hope of 
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permanent cure of hemorrhoidal disease. There 
are three basic types of operation for removal of 
hemorrhoids, to wit: (1) ligature, (2) clamp and 
cautery, and (3) clamp and suture. Dozens or 
perhaps hundreds of modifications of these basic 
technics have been developed, most of which 
are probably capable of producing entirely satis- 
factory results provided they are performed 
properly. Good results following hemorrhoidec- 
tomy are much more dependent upon the oper- 
ator’s knowledge of what he is dealing with and 
what he wishes to accomplish than upon the 
particular technic he employs. 


In my hands a modified ligature operation 
using plain catgut has proved to be highly satis- 
factory. The procedure is sufficiently flexible 
to be adaptable to almost any of the pathologic 
variables encountered in proctologic surgery. 


Postoperative pain has always been a bugaboo 
to rectal surgery. Most patients have heard 
that great pain and anguish follow rectal opera- 
tions, and only too often what they have heard 
has not been exaggerated. This is true because 
a great many unfortunate rectal operations have 
been done by well-meaning general surgeons 
who simply are not familiar with basic proc- 
tologic concepts. This accounts for most of the 
unsatisfactory results that are frequently ob- 
served. 

The prevention or control of. postoperative 
pain has always been an important considera- 
tion among rectal surgeons. The modern proc- 
tologist endeavors to operate in such a manner 
that the problem of postoperative pain will be 
minimized and therefore easily controlled. This 
is based upon the premise that if pain-provoking 
procedures are avoided, postoperative pain will 
be greatly diminished or prevented. Thus the 
sensitive anal canal is treated with the greatest 
respect; the anal skin is not ordinarily clamped, 
ligated, sewed or cauterized. In addition to 
conforming with these principles of proctologic 
surgery many proctologists employ perianal in- 
jections of anesthetic agents in oily solution to 
produce prolonged anesthesia. or analgesia. 


It has been my experience that meticulous, 
atraumatic surgical technic is a reliable and 
satisfactory method of greatly diminishing post- 
operative pain. The following points have 
proved to be of value in contributing to a smooth 
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postoperative convalescence with a minimum of 
pain or discomfort: 

(1) Avoid clamping anal skin that is not to 
be excised. This precludes the use of Penning- 
ton’s or other clamps for retraction or exposure. 

(2) Cut the anal skin with a sharp knife 
only, thus avoiding the crushing and traumatiz- 
ing effect of scissors. 

(3) Tie bleeding vessels accurately with 000 
plain catgut or comparable fine ligature ma- 
terial. Avoid ligating large masses of tissue. 

(4) Use tonsil suction apparatus to keep op- 
erative field clear of blood. This minimizes the 
trauma produced by use of gauze sponges. 

(5) Gauze sponges should be squeezed out of 
hot water before being used. This prevents the 
traumatizing effect of rough, dry gauze. 


(6) On completion of operation do not leave 
a “spool,” drain tube, gauze strip, or any other 
foreign body in the rectal outlet. Such a prac- 
tice accomplishes no good and increases post- 
operative pain by stimulating sphincter spasm. 

(7) When applying postoperative dressing, 
cover operative area with piece of fine meshed 
cloth such as Irish linen, broadcloth or even un- 
bleached muslin, and then apply the usual gauze 
dressing. This prevents the gauze from sticking 
to the wounds and facilitates painless removal 
of dressing. 

Postoperative care is just as important as 
the operation itself. Every care should be ex- 
ercised to keep the patient as comfortable as 
possible and to ensure satisfactory wound heal- 
ing. Opiates should be administered freely as 
required to control pain, especially during the 
first twenty-four hours. The bowel content 
should be kept soft by the judicious use of 
mineral oil or the use of a bulky demulcent. The 
operative wounds must be watched closely to 
prevent bridging or other abnormal develop- 
ments. After leaving the hospital, follow-up 
office observation is necessary, until the final 
result is considered satisfactory and the patient 
is dismissed. 


DISCUSSION (Abstract) 


Dr. W. Thomas Brockman, Greenville, S. C—The 
modern treatment of hemorrhoids should be given 
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special emphasis in many of our medical society meet- 
ings and in all of our teaching institutions. There are 
many young physicians pleading for more knowledge 
and a better technic in dealing with rectal diseases in 
general and hemorrhoidal disease in particular. Young 
doctors often confess that they feel more helpless and 
lacking in understanding of the case and its treatment 
when called to see an acute attack of hemorrhoids or 
other rectal pain than they do in any other field of gen- 
eral practice. It is an old story, for many of us felt 
the same way thirty-five years ago. Have we pro- 
gressed? Yes, very markedly so, but not enough. 


The modern treatment of hemorrhoidal diseases should 
embrace a thorough knowledge by the physician of the 
patient’s general health.. For example, a simple hem- 
orrhoidectomy done to a youthful individual with an 
anal fissure or external thrombosis complicating is a 
safe procedure as a rule, with almost any type of 
anesthetic we may choose. On the other hand, a thin, 
delicate, anemic, or obese patient of fifty or sixty years 
of age would be an entirely separate and distinct prob- 
lem. I would emphasize, then, that even the practitioner 
who limits his work to proctology or undertakes to treat 
rectal diseases must be able to weigh all factors con- 
fronting him in determining what shall be done with the 
individual patient. We can divide the modern treatment 
of hemorrhoidal disease into the palliative and surgical. 


The most effective palliative measures for acute at- 
tacks of hemorrhoids are: (a) hot witch hazel com- 
presses; (b) ice cold packs; (c) injection treatment. 
The hot and cold applications are applied chiefly in 
swelling, thrombosis, edemata and pain. The injection 
treatment of internal hemorrhoids is safe and practical 
clinically in (a) bleeding at or during bowel movement; 
(b) protrusions or prolapse during exercise in patients 
not eligible for surgery, as for example anti-partum and 
post partum women; (c) serious cardiac or anemic 
patients; (d) elderly patients who prefer a palliative 
measure that may endure for their life term. 


The great majority of hemorrhoidal patients, how- 
ever, require surgery because of complications such as 
(a) anal fissures; (b) thrombosis; (c) severe constant 
bleeding. Conservatism should be the rule and guide in 
doing a hemorrhoidectomy. The internal veins can be 
ligated, excised and sutured near the anal verge with- 
out difficulty or risk of contractions. The more experi- 
enced and skillful anal surgeons avoid the clamp and 
cautery because of scar tissue formation. 

The external marginal varicosities, mucous membrane 
and skin redundancies require experience and skill to 
avoid contractures, incontinence, leaking, staining of 
the underwear, and ugly skin tags. The V excision of 
skin redundancies can be done in three- or four-leaf 
clover style; subcuticular loose suturing of the skin sur- 
faces controls bleeding, allows for drainage, thus lessen- 
ing the tendency to edema and swelling, and promotes 
healing. 

The chief aim in doing a hemorrhoidectomy is to in- 
duce sleep or complete relaxation and to have the 
patient at the same time in the best position for the 
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operating surgeon. While many prefer an exaggerated 
jack-knife position with the patient literally hanging 
from the operating table, I find the prone position with 
the patient in the partial jack-knife to be best suited. 
With the patient in the above position, I find it much 
easier to determine the amount or size of redundancy 
to be excised and sutured. The suturing should be of 
the subcuticular or loose suture type rather than a 
taut closure. 

(A) Saddle block, spinal anesthesia is no doubt the 
safest for obese or elderly patients. (B) ‘‘Pentothal” 
sodium is largely used in my work in Greenville by an 
expert anesthetist in the average good risk patient. (C) 
Occasionally a caudal or infiltration anesthetic seems 
to be best suited for the job at hand. I find no need 
to divulse or overstretch the control muscle. One hypo- 
dermic of postoperative “pantopon” is the rule. A 
few patients may not suffer sufficiently to require a 
narcotic. 

Hot witch hazel compresses, hot sitz baths and an 
enema or very mild laxative every other day has been a 
very satisfactory postoperative care. A well-anointed 
glove finger is inserted about the seventh day. Pa- 
tients are discharged safely as a rule on the eighth day 
with instruction to report to the office for observation, 
glove finger massage, and so on, until healed. After-care 
in rectal surgery is a necessity. 

Ascorbic acid 500 mg. intravenously or intramuscularly 
stat postoperatively and 100 mg. tablets doses orally 
three times a day during hospital stay apparently aids 
in more rapid postoperative healing. 


Dr. Karl Zimmerman, Pittsburgh, Pa.—There is no 
doubt that surgical removal is the most satisfactory 
treatment of hemorrhoids. Palliation and injection should 
be used only when operation is contraindicated. 

The operative technic described in this paper indi- 
cates the author’s intimate knowledge of the anatomy 
and physiology of the region and of basic surgical 
principles. The pain following hemorrhoidectomy is 
caused by the trauma inflicted upon the anal canal distal 
to the mucocutaneous line. An incision made with a 
sharp scalpel causes less pain than any other wound 
with the exception, perhaps, of that caused by an 
electrical unit, such as a Bouvie machine, and this type 
of wound requires longer to heal. Clamps placed on 
the skin of the anal canal and overzealous retraction 
that traumatizes the tissue that remains after the opera- 
tion, cause much of the pain following a hemorrhoid- 
ectomy. The operator who follows Dr. Alley’s precepts 
in regard to gentle handling of the anal skin will seldom 
find it necessary to employ such procedures as proc- 
totomy and divulsion of the sphincters. These procedures 
reduce postoperative pain by causing paralysis of the 
sphincter muscle but are obviously accompanied by a 
certain amount of hazard. 

Another point of Dr. Alley’s that might well be 
emphasized is that of not inserting various contraptions 
into the anal canal on completion of the operation. 
Spools, whistles, plugs, tubes and packs of various 
materials are not necessary if bleeding is controlled at 
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operation and the anal skin is not unduly traumatized. 
Any foreign material placed in the anal canal causes 
reflex spasm. This spasm pinches the wounds and 
causes delayed healing as well as pain. I have not tried 
putting dressings over a piece of linen or broadcloth, as 
is suggested, but find that a piece of rubber tissue placed 
between the wounds and the dressing can be removed 
painlessly. 


VAGINAL HYSTERECTOMY: 
INDICATIONS AND 
TECHNIC* 


By Vircit S. CounsEtier, M.D. 
Rochester, Minnesota 


Vaginal hysterectomy is an operation which 
is used often in many sections of this country 
but in some teaching institutions is executed 
rarely before the students. It is one of the most 
useful gynecologic procedures, which gives ex- 
cellent results in properly selected cases and is 
attended by a very low mortality rate. 


There are many reasons for the renewed in- 
terest in vaginal hysterectomy as the operation 
of choice over abdominal hysterectomy in some 
instances and also in cases in which formerly 
various types of vaginal plastic operations may 
have been performed. The safety of the opera- 
tion is one of its greatest assets and the mortality 
rate is almost nil. A fair number of gynecologists 
have reported series of several hundred opera- 
tions without a death. The operation is almost 
entirely extraperitoneal and there is not suf- 
ficient contamination of the pelvic peritoneal 
cavity to be of any real significance. For this 
reason there is very little if any necessity to 
leave a drain, as is done by some surgeons. 


Complications such as pneumonia, or atel- 
ectasis with partial or complete pulmonary col- 
lapse which is fairly common following abdom- 
inal hysterectomy, are rarely seen after vaginal 
hysterectomy. The anesthesia does not need to 
be so profound as in abdominal hysterectomy 
when a general anesthetic agent is used. Per- 
haps the best anesthetic methods are intravenous, 
caudal or low spinal anesthesia, for with these, 


*Read in Section on Gynecology, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 


*Division of Surgery, Mayo Clinic, Rochester, Minnesota. 
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the patients will have a dry trachea and there- 
fore there will not be any plugs of mucus to 
block the bronchi during the first few days of 
convalescence. 


The blood pressure rarely drops, since there 
is in the average case very little loss of blood 
and very little if any operative shock. For this 
reason some patients who are definitely poor 
surgical risks for abdominal procedures can 
quite safely undergo vaginal hysterectomy; for 
example, for obese patients with secondary 
anemia from menorrhagia and for patients with 
various types of cardiovascular disease, hyster- 
ectomy can be done more safely vaginally than 
abdominally. 


The postoperative course is distinctly smoother 
than that following abdominal hysterectomy, 
principally because there is no abdominal in- 
cision to heal. Patients who have undergone 
vaginal hysterectomy have bathroom privileges 
much sooner than those who have undergone 
abdominal operations. There are fewer vesical 
and intestinal complications. Gas pains, ileus, 
postoperative vomiting, phlebitis, pulmonary in- 
farction and fatal embolism are very rare com- 
plications. There is no doubt that early ambula- 
tion is useful in eliminating these troublesome 
complications. Also, there is less trauma to 
large pelvic veins in performing vaginal hyster- 
ectomy. Moreover, when the abdomen is not 
splinted as occurs following an abdominal in- 
cision, the pulmonary function remains essen- 
tially normal. 


If vaginal hysterectomy is done without vag- 
inal plastic repair, these patients can safely, and 
comfortably, get out of bed during the first 
twenty-four hours if they so desire. When 
plastic work is added to vaginal hysterectomy, 
I think it is only reasonable and fair to the 
patient not to urge her to get up until the 
fourth day. If the patient wishes to get up 
earlier there is no real objection. It is my ob- 
servation that the real advantage of early am- 
bulation is the improved healing of the tissues 
and the rapidity with which normal physiologic 
functions return. 


INDICATIONS 


Prolapse of the uterus is one of the most com- 
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mon indications for vaginal hysterectomy, which 
indeed is about the only safe and surgically 
sound method of treating this condition. Pro- 
lapse of the uterus occurs most often in the fifth 
decade of life or well beyond the menopause. It 
is accompanied by cystocele and rectocele, 
which require surgical repair also. Congenital 
defects of the posterior cul-de-sac or injuries to 
it are to be noted and repaired simultaneously 
to prevent subsequent vaginal hernia. The 
adnexa are easily inspected and removed if nec- 
essary. It is of interest that some of these pa- 
tients with complete procidentia and cystocele 
have no incontinence of urine whatever but will 
have incontinence when the bladder is replaced 
unless the cystocele and urethrocele are properly 
repaired. An elongation of the cervix must not 
be confused with prolapse of the uterus. In 
many instances of prolapse the cervix becomes 
hypertrophied and finally ulcerates and bleeds 
but malignant change observed on such a cervix 
is very rare indeed. 


Menorrhagia and metrorrhagia from small 
fibroids are perhaps dealt with best by vaginal 
hysterectomy. My colleagues and I consider 
it much better to remove the uterus vaginally 
than to use a menopausal dose of radium, es- 
pecially if the patient is not in the menopause. 
The adnexa can be inspected and if normal left 
in position so that the patient does not undergo 
menopausal symptoms until she normally would 
do so. The younger the patient the less effec- 
tive is radiation therapy for fibroids, since the 
ovaries tend to overcome the radium effect and 
the patient will spot or have irregular bleeding 
again. 

The size of fibroid which should be removed 
by vaginal hysterectomy, it seems to me, should 
be definitely limited. If a fibroid is larger than 
a fetal head or is interligamentous to any extent, 
I doubt whether the vaginal approach should be 
used. One purpose in the choice of vaginal 
hysterectomy is to avoid trauma to the pelvic 
tissues and vessels. If one has to remove fibroids 
by morcellation, there will be considerable 
trauma and distortion. 


When patients are definitely in the menopause 
and have sufficient bleeding to require surgical 
treatment, whether the bleeding is due to small 
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fibroids or to ovarian failure, radium therapy is 
an excellent method of treatment, providing the 
dilatation and curettage show the endometrium 
to be benign and there is no evidence of old 
pelvic inflammation or adnexal disease. Inspec- 
tion of the adnexa, as is permitted by vaginal 
hysterectomy, frequently reveals unsuspected 
evidence of adnexal disease and infection which 
in itself requires surgical treatment and not 
radium. 


Ovarian dysfunction in the younger patients 
which is uncontrollable by any medical therapy 
can be treated very satisfactorily by vaginal 
hysterectomy, the ovaries being left in position 
when normal. This applies only to cases of 
uncontrollable ovarian dysfunction with severe 
secondary anemia. Small doses of radium may be 
used but the condition usually returns as before 
and finally requires surgical removal of the 
uterus. 


Recurring uterine polyps, chronic endometritis 
and pyometra form a group of conditions which 
are perhaps best cared for by vaginal hysterec- 
tomy. It is our observation that recurring 
uterine polyps are often followed by carcinoma, 
just as polyps in the urinary bladder, colon and 
stomach are followed by it. Endometritis in 
patients past fifty years of age may become 
pyometra, so that with endometritis or pyometra 
the uterus can be removed vaginally with ex- 
cellent results. 


Some women who have carcinoma of the 
fundus which is associated with considerable 
relaxation or who are poor risks for abdominal 
operation can undergo vaginal hysterectomy with 
considerably less risk and the adnexa can be 
removed at the same time. Patients who have 
carcinoma of the cervix which is still non- 
invasive form an excellent group to undergo 
vaginal hysterectomy. Radium therapy is not 
required and the adnexa can be safely left if 
the patient is young, which often is the case. 


It is obvious that vaginal hysterectomy should 
not be performed in extensive adnexal disease, 
such as is encountered in chronic pelvic infec- 
tions or tubo-ovarian abscesses. Any disease 
which is attended by considerable fixation should 
tule out vaginal hysterectomy. This would occur 
in disseminated endometriosis, which involves 
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the rectovaginal septum, the uterosacral liga- 
ments and sometimes the bladder wall. 


Previous pelvic abdominal operations often 
produce considerable attachment of the omentum 
and intestines to the fundus of the uterus, a con- 
dition which may complicate vaginal hysterec- 
tomy. This is particularly common if suspension 
of the uterus has been performed previously or 
one adnexa or both fallopian tubes have been 
removed. In general, one should use consider- 
able caution in selecting vaginal hysterectomy 
in these cases. 


TECHNIC 


The patient is placed in the lithotomy posi- 
tion and the vagina is thoroughly cleansed with 
soap and water. This is followed by cleansing 
with 50 per cent alcohol and the vagina and 
cervix are painted with tincture of merthiolate 
or any equivalent antiseptic. The cervix is closed 
only in cases of fundal carcinoma or of intra- 
uterine inflammation. 


Exposure is very necessary and is best ob- 
tained by using a weighted speculum on the 
perineum, an ordinary Dever retractor on each 
side of the vagina and a third Dever retractor 
anteriorly. The first phase of the operation 
consists in placing a tenaculum on the cervix 
and pulling downward. The injection of 2 c. c. 
of pituitrin beneath the vaginal wall of the 
cervix aids materially in hemostasis during ex- 
pesure of the anterior and posterior cul-de-sacs. 
The vaginal wall is completely incised around 
the cervix at the cervicovaginal juncture. The 
vaginal wall is now pushed upward, exposing 
the pubocervical and rectovaginal fasciae. These 
are incised and pushed aside to expose the 
peritoneum of both cul-de-sacs. The anterior 
cul-de-sac is now opened and a Dever retractor 
is placed in it beneath the bladder. This re- 
tractor holds the bladder and ureters up. The 
pillars of the bladder are now pushed slightly 
upward. The peritoneum of the posterior cul- 
de-sac is next opened and examined with the 
index finger to determine whether there is any 
adnexal pathologic change or any attachment 
of the rectum or omentum. The uterosacral 
and cardinal ligaments are now exposed by 
gauze dissection. These ligaments are clamped 
with a Heaney clamp, divided and ligated sep- 
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arately with a stick tie on each side. Should 
there be any vessels not included in the clamp 
on the cardinal ligament, an additional clamp 
should be placed on these and they should be cut 
and ligated separately. 


The uterus is now entirely free except for 
the round and ovarian ligaments. The uterus is 
withdrawn from the pelvis by bringing the 
fundus out anteriorly or posteriorly, whichever is 
the easiest, and a clamp is placed on the round 
and ovarian ligaments together. These are 
divided and ligated and the uterus is removed. 


The second phase of the operation is the recon- 
struction of the vaginal vault, which is the same 
as in total abdominal hysterectomy except that 
it is performed in a reverse manner. The peri- 
toneum beneath the bladder and that over the 
rectum are grasped with a large Allis clamp. 
The peritoneal cavity is now closed by a running 
suture starting on the patient’s left side. This 
suture picks up the peritoneum near the utero- 
sacral ligament and passes through the round 
ligament and then through the anterior peri- 
toneum under the bladder. This suture is tied so 
as to bring the stump of the round and ovarian 
ligaments outside of the peritoneal cavity. The 
suture then continues across the outlet to the 
opposite side and terminates by bringing the 
adnexal stump extraperitoneally. The _peri- 
toneal cavity is now closed. 


- The uterosacral and cardinal ligaments are 
next reattached separately to the angles of the 
vagina. The points of attachment are best de- 
termined by keeping the Dever retractors well 
up in the angles of the vagina, a maneuver which 
discloses the depth of the vagina. If there is 
considerable relaxation these ligaments may 
have to be shortened so that they will hold the 
vault well upward when reattached. In the ab- 
sence of cystocele and rectocele, the vaginal vault 
is closed by interrupted sutures which bring 
together the pubocervical and _ rectovaginal 
fasciae with the vaginal wall. 


If there are a cystocele and a rectocele t~ be 
repaired, the midportion of the vaginal vault is 
left open for a distance of about 1 inch (2.5 
cm.). The anterior vaginal wall is separated 
from the bladder with curved scissors in the 
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usual manner well up to the external urinary 
meatus. The vaginal wall is opened the entire 
distance, thus exposing the cystocele. The pubo- 
cervical fascia is separated from the vaginal 
flaps and usually left attached to the bladder 
except in the case of some senile patients, in 
which the bladder will separate from this fascia 
very easily. The bladder is now carefully held 
back by a Dever retractor and the repair is 
started from below and not from above, as 
is the usual procedure. The pubocervical fascia 
is brought together first at the midpoint of 
the vaginal vault and stitched to the recto- 
vaginal fascia, thus effectively preventing any 
vaginal hernia or recurring cystocele. The suture 
continues upward, correcting the cystocele and 
urethrocele. It is advisable in cases of large cysto- 
cele to place a few nonabsorbable interrupted 
sutures over this suture line in the same way 
as one might do in repairing a severe hernia. 
The vaginal vault is then held upward and the 
excess anterior vaginal wall is excised. The 
vaginal wall is closed with interrupted chromic 
catgut sutures. 

If there is a colpocele associated with a lac- 
erated perineum and a rectocele, it is best to 
remove a V-shaped segment of the entire pos- 
terior vaginal wall extending up to the vault. 
This exposes the perineum, the rectum and the 
rectovaginal fascia. The repair begins at the 
vault, bringing together the vaginal wall with 
the rectovaginal fascia over the rectum to cor- 
rect the colpocele. A lock stitch is usually em- 
ployed in order to control bleeding from the cut 
vaginal wall. This suture continues outward to 
the levator muscles, where it terminates. The 
perineum is then repaired in the usual manner, 
which completes the operation. 


A catheter is placed in the bladder for from 
one to four days, depending upon how long the 
patient is in bed. After the catheter is removed 
the patient is catheterized twice daily for any 
residual] urine until the bladder is completely 
emptied by voiding. An iodoform gauze pack is 
placed in the vagina for thirty-six to forty- 
eight hours to aid in controlling any oozing of 
blood beneath the vaginal walls. Hot packs or 
sitz baths are given only if necessary to control 
pain in the perineum. 
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THE GENERAL PRACTITIONER, THE 
SPECIALIST, AND ETHICS* 


By G. A. Hart, M.D. 
Dallas, Texas 


“Therefore, be it resolved, that the delegates of the 
American Medical Association here assembled in con- 
vention voice their approval of the establishment of 
sections on the general practice of medicine in the 
various state and county organizations that are a part 
of the Association and in the hospitals that are approved 
by the Council on Medical Education and Hospitals.”! 


And “therefore, be it resolved, that the House of Dele- 
gates of the American Medical Association direct the 
appropriate committee or council of the American 
Medical Association to review, clarify and recommend 
to the next session of the House of Delegates such re- 
visions in the Principles of Medical Ethics as may be 
found necessary and advisable.’”? 

Those two resolutions were presented to the 
House of Delegates of the American Medical As- 
sociation. The first points to a serious injustice 
resulting from an inequality of privileges created 
by specialization. The second intimates that 
all is not well in the relationship of physician to 
physician. Nothing else could be deduced from 
the second for there is no obvious need to revise 
the principles of medical ethics in regard to the 
doctor-patient relationship; the duties of the 
doctor to the public are described clearly; and 
the section of the principles dealing with con- 
tract practice is not in urgent need of clarifica- 
tion. 

One resolution was presented by a gentleman 
from the Eastern seaboard; the other by a gentle- 
man from the Pacific Coast. The inference is 
that dissatisfaction is widespread, members of 
the profession have been injured by other mem- 
bers, and a method for policing the members of 
the Association is needed. Such implications 
assume gravity for they are indicative of a 
clash of interests which, if not carefully bal- 
anced, could result in a dangerous schism be- 
tween the general practitioner and the specialist. 

The value of specialists was recognized early 
in the profession at large. The specialists saw 
it and an attempt was made to improve their 
own standards through the process of ceftifica- 


*Read in Section on General Practice, Southern Medical Associa- 
tion, Fortieth Annual Meeting, Miami, Florida, November 4-7, 
1946. 
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tion. Specialty boards were established so that 
those physicians who after meeting certain 
reasonable requirements might be certified as 
being qualified, and to improve and increase the 
opportunity for the training of specialists. This 
was to be done for the good of the specialty 
and for the protection of the public. The motives 
of the founders were sincere. But organizations 
have a life of their own, quite independent of 
the intentions of the founders. 


Unconsciously, the conceptions that motivated 
the formation of the boards, as interpreted by 
the increasing number of new members, began 
to change. The diplomates apparently held that 
this is a period dominated by science and, 
rightly or wrongly, visualized themselves as 
scientists. Traditional beliefs remained im- 
portant to them, but were felt to need justifi- 
cation, and were to be modified whenever 
science seemed to demand it. In one sense this 
idea, although differing from the more ele- 
mentary notions of the founders, was a healthy 
one, but it created a difficulty by failing to 
recognize the fact that nothing in ethics is known 
in a scientific sense. 

Modifications, which have involved ethics, 
were made and the justification for the changes 
brought about by the specialties is open to 
serious questioning. What do the boards now 
consider as “good” for the specialties? Is their 
idea of “good” now a materialistic one? Has 
propriety been sacrificed to prudence because of 
the inherent American inability to distinguish 
between welfare and wealth? Are the holders 
of the certificates awarded by the boards forc- 
ing an advantage over competitors other than 
by the weight which may be attached to the 
testimony by public opinion? Most persons are 
more interested in their own welfare than the 
welfare of others, and this condition always 
ends in conflict, a conflict with egoism as the 
basis. 

Whenever one group is ascendant, a large 
portion of the morality arises from that group 
and its feelings of superiority. The specialty 
boards, with their philosophy now altered, have 
succeeded in creating an inequality which is 
extremely repugnant to the general practitioner. 
The latter is beginning to realize the encroach- 
ment on his rights, the infliction of damage not 
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justified by the rights of the specialist, the un- 
fair use of advantages over him, and even a 
selfish abstinence from defending him from in- 
jury. These are fit objects to be censured au- 
thoritatively, openly, and directly. And the dis- 
positions which lead to them are properly un- 
ethical, for they deny individual liberty, that 
privilege of a man to pursue his own good 
in his own way so long as it does not attempt 
to deprive others of theirs nor deter them in 
their efforts to obtain it. 


What is the principle for determining which 
shall give way when the interests of two groups 
are antagonistic? The principle must be one 
of justice. 


The specialists seem to adhere to the Greek 
notion of justice that holds that everything has 
a proper sphere to go beyond the bounds of 
which is unjust. Hence, because of their unusual 
characters and faculties some men enjoy a wider 
sphere than others, and it is not unjust if they 
experience a greater degree of happiness. If the 
limits of the spheres are not defined by positive 
or moral law, this conception leads to an aris- 
tocracy. 


The general practitioners visualize themselves 
as considering justice synonymous with equality. 
If there is a clash between two men’s interests, 
the correct course would be that which creates 
the most happiness with no regard to which of 
the two enjoys it. No individual or class would 
be favored above another. The specialists could 
point out a valid criticism of the basis for this 
view. Such a democratic principle which aver- 
ages characters and faculties can only lead to 
mediocrity. 

But justice is impossible when there is no 
code of ethics to guide it. The American Medical 
Association formulated the principles of Medical 
Ethics and then tossed the principles to the 
county organizations for interpretation; an in- 
terpretation subjected to the caprice of times, 
places, circumstances, and individual tolerance 
or indifference. Gradually the principles have 
assumed a smugness, have acquired emotional 
poverty, and have become barren of any spec- 
ulations on human affairs. By inward medita- 
tion, not by consulting authority, ethics have 
come to be interpreted by each man for him- 


August 1947 


self. The natural results are a denial of moral 
authority; an anarchism. There is not one sys- 
tem of ethics, but as many as there are phil- 
osophers, and such a state of affairs is certain 
to lead to a personal isolation which is not con- 
sistent with social sanity. 

Under the present circumstances it must be 
admitted that either the section of the prin- 
ciples dealing with the duties of the physicians 
to each other is devoid of that human experience 
with which religion is concerned; it is not ac- 
cepted by the doctors; or the enforcement of a 
moral law by praise or blame, approval or dis- 
approbation, has become impotent. When a 
system of natural law, which at one stage created 
a high degree of morality, begins to slip back- 
wards and lose its effectiveness, there invariably 
follows a series of legal enactments, rules, or 
regulations which offer punishment for devia- 
tions from the conceptions of “good” in the old 
code and thus maintain its effectiveness. Men 
in the medical profession are faced with ac- 
cepting a revival of the moral laws and enact- 
ments of rules to govern the actions of the in- 
dividuals of the group or our unity must be 
sacrificed; for cohesion and personal independ- 
ence of action are in an unstable compromise. 

“Cohesion is a necessity, and no man has yet 
succeeded in enforcing cohesion by merely ra- 
tional arguments. Every group is exposed to 
two opposite dangers: ossification through too 
much discipline and reverence for tradition; 
and dissolution or subjection to outside forces 
through the growth of an individualism and per- 
sonal independence that makes cooperation im- 
possible. In general, important advances start 
with a rigid and almost superstitious system, 
gradually relaxed, and leading at a certain stage 
to a period of brilliant genius, while the good 
of the old tradition remains and the evil inherent 
in its dissolution has not yet developed. But 
as the evil unfolds, it leads to anarchy, thence, 
inevitably,, to a new tyranny, producing a new 
synthesis secured by a new system of dogma.”$ 
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A METHOD OF REMOVING PLASTER 
CAST* 


By P. O. CHAupron, M.D. 
Cedartown, Georgia 


The cutter is an old Gigli saw. After first 
applying an initial layer of plaster, if no 
padding is used, or applying on top of the pad- 
ding or stockingette, the saw is placed where 
one would cut the plaster. Then the plaster of 
proper thickness is applied. When it sets, the 
ends of the saw can be bent and fastened down 
with a strip of adhesive, and covered with 
stockingette or roller bandage for protection of 
the patient and to avoid breaking the ends of 
the wire. When ready to cut the plaster, pulling 
back and forth and with an upward tension, the 
saw will readily cut through the plaster. The 
saw should be run through very thick vaseline 
when it is applied, otherwise the moisture of the 


*Received for publication December 23, 1946. 
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plaster will rust it. However, they may be made 
of rustless steel, and with a pair of handles, say 
in sets of a half dozen saws of different lengths 
to a set (one pair of handles should last indef- 
initely). I have found this method useful. Gigli 
saws, as such may prove too expensive. 


SOME UNCOMMON SURGICAL CAUSES OF 
RIGHT LOWER QUADRANT 
ABDOMINAL PAIN* 


By RicHaRD Marion FLeminec, M.D. 
Miami, Florida 


The problem of acute right lower quadrant 
abdominal pain usually resolves itself into a 
differential diagnosis of acute appendictis. Prob- 
ably more than 90 per cent of these patients will 
fall into the categories of appendicitis and its 
complications, right tubo-ovarian disease, or 
right kidney or ureteral disease. While the dif- 
ferential diagnosis between these three groups 
is usually not difficult, one may be hard put in 
arriving at a correct diagnosis, when an acute 
abdomen is encountered with presenting signs 
and symptoms in the right lower quadrant. It is 
not the purpose of this paper to present an ex- 
haustive differential diagnosis of right lower 
quadrant pain, but rather to consider some of the 
more uncommon conditions which must be con- 
sidered when dealing with an acute abdomen. 
Six cases will be presented in which the original 
preoperative diagnosis was erroneous, four of 
these being mistaken for acute appendicitis, and 
the fifth for appendical abscess. The sixth case 
was erroneously diagnosed as a perforation of 
the cecum complicating ulcerative colitis. Three 
of these cases had to be reoperated because of 
incorrect management at the original operation. 


Case 1—B. F., a 40-year-old ‘woman, was first seen 
in July, 1944, complaining of pain and a mass in the 
right lower quadrant of the abdomen. About four 
months previously while visiting in another city, she 
experienced an attack of acute right lower quadrant 
pain. It was thought by her attending physician in 
that city that she had either acute appendicitis or 
torsion of an ovarian cyst. Surgery was advised im- 


*Read in General Clinical Session, Miami Day, 
Medical Association, Fortieth Annual Meeting, Miami, 
November 4-7, 1946. 
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mediately, but the patient deferred this. Following this 
episode, there was apparently residual pain and tender- 
ness but no more acute exacerbations. She returned 
home and consulted her gynecologist who noted that 
when he had examined her a year previously, a mass in 
the right adnexa was found which he had interpreted 
as a cystic ovary. He felt that the mass which was now 
palpable on bimanual examination was the same ovarian 
cyst which had enlarged considerably possibly due to 
vascular changes. He explored her and found a large 
nodular mass arising from the region of the cecum and 
terminal small bowel. He was able to demonstrate to 
his satisfaction that the mass was not of pelvic origin. 
No further surgery was done at this time. The abdomen 
was closed, and the patient was referred to me for 
further surgery. A barium enema revealed a large irreg- 
ularity in the cecum, thought by two radiologists prob- 
ably to represent an inflammatory lesion of the cecum, 
possibly a residual appendical abscess, or regional en- 
teritis. Another roentgenologist felt that the lesion was 
more probably adenocarcinoma of the cecum. 


The patient was explored and a large mass was found 
involving the entire cecum. It had apparently perforated 
and become sealed off by a loop of small bowel as well 
as the mid-portion of the transverse colon. A radical 
resection of the cecum, ascending colon, and transverse 
colon beyond the point of attachment to the perforation, 
as well as the attached loop of small bowel, was per- 
formed, a Mikulicz type of operation being done. The 
patient made an uneventful postoperative recovery, and 
the ileocolostomy was closed about six weeks later. She 
has remained perfectly well and free of disease since 
this time. 

This case was rather baffling at the onset be- 
cause of the fact that she was known to have 
had a cystic right ovary before the onset of the 
illness. Had she been explored at the time of 
the acute episode, we undoubtedly would have 
found an acute perforation of the cecum. 


Case 2——D. G., a 27-year-old white woman, was ad- 
mitted to Jackson Memorial Hospital on September 12, 
1943, complaining of epigastric pain of about twenty- 
six hours duration. The pain was crampy and re- 
current. There was no nausea or vomiting. The patient 
had a good appetite. About eight hours after the onset, 
however, the pain became more severe and shifted to 
the umbilicus where it remained as a recurrent crampy 
pain. There were no bowel abnormalities. 


Physical examination was essentially negative except 
for the abdomen. There was no distention and no 
spasm. There was some tenderness in the low epi- 
gastrium and peri-umbilical region. There was slight 
tenderness in the right lower quadrant but this was in- 
constant. Peristalsis was moderately hyperactive. The 
white cell count and differential were normal. 


Because of these findings and the normal white cell 
count and differential, the patient was observed over 
night. The following morning the pain was still present 
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and was still crampy. The tenderness was fairly well 
marked at McBurney’s point. The white cell count had 
risen to 13,000 with 78 per cent neutrophils. A diagnosis 
of obstructive appendicitis was made, probably retro- 
cecal, and the patient was taken to surgery. 


At operation, a large indurated mass at the base of 
the cecum between the ileocecal junction and the base 
of the appendix was found. By careful palpation this 
mass was found to be an excavating lesion which had 
extended into the ileocecal valve itself (this probably 
except for a small thin area of overlying serosa. There 
was already some exudate over the serosa. The mass 
extended into the ileocecal valve itself (this probably 
accounted for the colicky peri-umbilical pain). There 
were several enlarged, firm nodes in the mesentery of 
the colon at about the junction of the lower and middle 
thirds. There were no nodes in the mesentery of the 
small bowel. The appendix lay retrocecally and without 
evidence of disease. 


My impression was that it was a penetrating adeno- 
carcinoma of the cecum, and it was therefore decided 
to perform a right colon resection. The cecum, ascend- 
ing colon and proximal third of the transverse colon 
were then resected. The transverse colon and terminal 
ileum were brought out in a Mikulicz procedure. 

Examination of the specimen revealed a tumor mass 
about 2.5 cm. in diameter which was ulcerated in its 
center. The microscopic picture revealed an uncharacter- 
istic ulcer with partial phlegmon of the wall of the 
cecum. The lymph nodes showed only chronic inflam- 
matory reaction. 


The patient made an uneventful postoperative con- 
valescence and the ileocolostomy was closed. 

This case presented a difficult problem at the 
operating table, the only alternative to radical 
colon resection being to exteriorize the penetrat- 
ing lesion as will be described in a subsequent 
case. This patient had no previous or sub- 
sequent history of diffuse ulcerative colitis. I 
believe that in the light of my subsequent ex- 
perience with the management of penetrating 
lesions of the cecum, I would have exteriorized 
the cecum, and secured biopsies from the cecal 
wall to prove the presence of malignancy, before 
subjecting her to radical colon resection. 

Case 3—M. S., a 34-year-old woman, was first seen 
by another physician on April 2, 1945. She gave a 
history of frequently recurring, crampy pains in the 
right lower quadrant during the preceding ten years. 
An appendectomy had been done six years previously, 
without relief of her recurrent cramps. About six 
months previously, she noted a rather sudden change 
in her bowel habits from one formed stool daily to three 
soft, unformed stools daily. On April 2, she suffered a 
sudden excruciating pain in the right lower quadrant of 
the abdomen. Her physician made a diagnosis of per- 
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foration of the large bowel, and she was placed on the 
Ochsner regime and given large doses of penicillin. 
Three days later, surgery was done, at which time a 
perforation. of the cecum was found. It was closed and 
rotated laterally to obviate further leakage. Drains were 
inserted and these were gradually removed over a period 
of several days. During the next five weeks, she ran a 
daily temperature elevation to 100° Fahrenheit, and a 
small mass about the size of a golf ball persisted about 
the wound scar. The mass began to enlarge, and she 
suddenly developed a temperature to 106° Fahrenheit 
with exquisite tenderness. 

I was then called to see this case and found at that 
time, a firm, rounded, smooth mass in the right lower 
quadrant of the abdomen centering just medial to the 
anterior superior spine of the ilium. It was about 8 to 
10 cm. in its greatest diameter, somewhat tender, and 
was fixed to the lateral abdominal wall. In view of the 
previous history, it was felt that this represented a 
residual abscess. The patient was taken to surgery where 
an extraperitoneal approach to the mass was done. The 
mass lay posterior to the cecum. Upon aspiration of 
the mass, no pus was obtained, and only a small amount 
of thin, watery material was secured. This was sent 
to the laboratory for culture. A fairly large necrotic 
cavity was entered, but no frank pus was encountered. 
Biopsy was secured from the walls of the cavity and 
drains were inserted into the cavity, from which there 
was only a thin serosanguineous drainage. The biopsy 
revealed adenocarcinoma Grade II to III. The patient 
returned to her home in Michigan where she was seen 
by Dr. Frederick A. Coller at Ann Arbor on June 20. An 
ileo-transverse colostomy was done, at which time ex- 
ploration revealed the liver to be free of disease, and 
there was no evidence of distant spread of the tumor. 
On June 29, 1945, a right colectomy was done; the 
lower ileum, cecum, ascending and right half of the 
transverse colon being removed. Part of the abdominal 
wall was removed at the site of the previous sinus. Dr. 
Coller writes me that her convalescence was satisfactory 
and that he has seen her on numerous occasions, the 
last check-up being on September 21, 1946, and she con- 
tinues to have excellent health without evidence of 
recurrence. 


The history of change in bowel habits led the 
physician to believe that this patient had an ul- 
cerative colitis. The acute perforation was cor- 
rectly diagnosed preoperatively, but the possi- 
bility of the underlying etiologic factor was not 
apparently appreciated at the time of original 
surgery. It would have been much better to 
exteriorize this perforation and secure biopsies 
from the ulcer, if the surgeon was in doubt as to 
its etiology. I doubt the wisdom of primary 
closure of a perforating lesion of the cecum 
regardless of etiology. 


Case 4.—M. F., a 63-year-old woman, was first seen 
on May 5, 1946, with a history of crampy abdominal 
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pain of thirty-six hours duration. At the onset, the 
cramping lasted for several hours off and on, and then 
disappeared entirely. The following morning about 
twenty-four hours previously, she had some soreness 
in the right lower quadrant, following which she had 
recurrent cramping pain which localized in the right 
lower quadrant. Her pain persisted until the time of 
surgery. There had been no abnormal bowel habits. 
There was some nausea but no vomiting. The past 
history was essentially normal. Examination revealed a 
well developed, well nourished woman with a blood pres- 
sure of 190/100. Examination otherwise was irrelevant 
except for the abdominal findings. Examination of the 
abdomen showed a small umbilical hernia which was 
slightly tender and irreducible. No rigidity or spasm 
were noted. There was a small area about 3 to 4 cm. 
in diameter just below and lateral to McBurney’s point, 
which presented fairly acute tenderness on deep pressure. 
There was no rebound pain. There was referred pain 
to the right lower quadrant on pressure in the right 
upper quadrant and left lower quadrant. Pelvic examina- 
tion was negative. The white cell count was 13,850 with 
82 per cent neutrophils, 4 per cent stabs, 10 lymphocytes, 
1 eosinophil, and 3 monocytes. 


Our impression was that the condition was acute 
obstructive appendicitis, probably suppurative. Im- 
mediate surgery was advised. At surgery, the appendix 
was found to be normal. However, arising from the 
postero-lateral wall of the cecum an inflammatory mass 
was found. This was situated retroperitoneally so that 
the lateral peritoneal reflection of the cecum had to be 
divided in order to expose the involved area. A per- 
forating ulcer of the cecum was found. It had not yet 
ruptured, though the central portion of the wall was 
necrotic. Upon palpating the cecum, some induration 
was found surrounding this ulcer especially along the 
inferior border. The induration was not nodular or 
board-like in character, and the remaining wall of the 
cecum seemed to be smooth and perfectly flexible. No 
other evidence of abnormality of the cecum, ascending 
colon, or terminal ileum was found on careful explora- 
tion. It was therefore felt that this lesion might well 
represent a benign solitary penetrating ulcer. If this 
were the case radical resection was unnecessary. We 
therefore elected to mobilize the cecum and exteriorize 
this lesion which had not yet perforated. After forty- 
eight hours the patient was taken to surgery again where, 
without anesthesia, the necrotic portion of the cecum 
was trimmed away, exposing the borders of the ulcer. 
The mucosa appeared to be perfectly smooth except at 
the border of the necrotic area where there was some 
induration. Careful palpation revealed this induration 
to be limited to within 0.5 cm. of the borders of the ulcer. 
By means of a Babcock intestinal clamp, the mucosa 


_of the cecum could be delivered into the wound for 


direct inspection as well as palpation. Biopsies were 
then secured from several areas about the ulcer, and 
because of the fact that we felt this was a benign 
process, an attempt was made to approximate the 
serosa extraperitoneally. This closure did not remain 
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secure however, and a secondary closure was necessary 
a few weeks later. The biopsy specimens revealed be- 
nign chronic inflammatory reaction about the ulcer. The 
patient has remained well, and subsequent x-ray and 
proctoscopic examinations reveal no evidence of disease 
of the large bowel. 


The recognition of a solitary benign ulcer of 
the cecum is not always possible, nor is it always 
possible to differentiate the etiological factors 
of ulceration due to specific disease. I believe 
it worthwhile, however, to point out in cases of 
this nature in which a small solitary ulcer can 
be demonstrated, and in which the patient has 
no other symptoms or signs of specific disease 
such as tuberculosis, or chronic ulcerative colitis, 
that this plan of treatment would enable one 
to arrive at a definite diagnosis without sub- 
jecting the patient to radical surgery. Had this 
procedure been followed in Case 3, diagnosis 
would have been made much sooner, and surgery 
would have been less difficult. I realize the ob- 
jection to an external fistula in either tubercu- 
losis or carcinoma of the cecum, but I do not 
feel that subsequent radical surgery will be 
made a great deal more difficult when this pro- 
cedure is done primarily. Certainly we are justi- 
fied in utilizing this procedure in cases where a 
reasonable doubt exists before subjecting the 
patient to radical colon resection, as I did in 
Case 2, or in preference to closing a perforation 
without biopsy as was done in Case 3. 


Case 5—W. D., a white man, aged 50 years, was ad- 
mitted to Jackson Memorial Hospital on January 1, 
1941. The patient was originally seen by his family 
physician for chronic, recurring right lower quadrant 
pain for several months prior to admission. In De- 
cember, 1940, he had an attack of acute right lower 
quadrant pain at which time a mass was felt by the 
family physician. The patient deferred operation, put 
an ice bag on his side, and the pain passed away. His 
symptoms cleared up within a week, and he was 
symptom-free until the onset of his present illness about 
six weeks later. 


About thirty-six hours prior to admission, he began 
to have quite severe pain in the right lower quadrant 
and right flank. There had been no change in bowel 
habits and no urinary symptoms. The pain was fairly 
constant and did not radiate. On examination the per- 
tinent findings were limited to the abdomen. The 
abdomen was soft except in the right lower quadrant 
where there was some guarding. Here there was pal- 
pable an oblong, rather firm, tender mass, vertically 
placed in the right lower quadrant about 5 cm. in 
length and 3 cm. in width. On rectal examination the 
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mass could be barely palpated and there was acute 
tenderness. 

Our preoperative impression was appendical abscess, 
The patient was placed on the Ochsner regime for five 
days during which time the mass seemed to recede some- 
what at its lower margin, but became more distinctly 
localized just above the crest of the ilium, where pal- 
pation gave the impression of a mass about the size of 
a small orange. In view of the apparent enlargement 
of the mass, drainage of the abscess was considered 
advisable. 


The patient was taken to surgery where an extra- 
peritoneal approach to the mass from a flank incision 
was made. A solid tumor mass was encountered which 
was aspirated without securing any pus. Biopsies were 
secured from the mass and operation terminated at this 
point. The pathological report revealed a fibromyxo- 
sarcoma. 

The patient developed postoperative pneumonia which 
delayed further surgery for about five weeks. During 
this time he developed a severe urinary tract infection 
and urological studies revealed a marked distortion of 
the right ureter as well as of the right kidney itself, 
suggesting encroachment on these structures by the 
tumor. 

He was reoperated upon March 1, 1941, and a large, 
retroperitoneal tumor was found lying posterior to the 
cecum extending medially and completely encircling the 
ureter although the kidney itself was not involved. The 
tumor had broken through its capsule on its uppermost 
medial aspect and had invaded the retroperitoneal 
tissues as far as the duodenum, and root of the small 
bowel mesentery. It was possible to resect the entire 
tumor together with the involved ureter, but the soft 
tissue invasion about the duodenum and root of the 
mesentery could not be completely removed. Following 
removal of the tumor mass, the patient experienced a 
stormy postoperative convalescence. He was given an in- 
tensive series of x-ray treatments postoperatively, receiv- 
ing approximately 2000 R. to each of three fields, an- 
terior, posterior, and flank. Following this treatment 
he made a slow, steady improvement and returned to 
his work in about one year. He has been seen ai in- 
tervals since that time and at his most recent examina- 
tion in July, 1946, he was perfectly well, and was 
carrying on his normal business activities. There was no 
evidence of local recurrence or metastasis. 


This is not an uncommon history for retro- 
peritoneal tumors of the right lower quadrant, 
for analysis of these cases reveals that in ap- 
proximately 50 per cent, the preoperative diag- 
nosis has-been appendical abscess. It should be 
pointed out here, however, that a more careful 


‘ analysis of his history and evaluation of his 


physical findings might have led us to suspect 
this was not an appendical abscess. 

This case is of extreme interest in that the 
patient has now gone five years with no evidence 
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of recurrence. Fibromyxosarcoma is notoriously 
resistant to radiation, yet unquestionably radi- 
ation therapy must have had some effect in 
checking this disease, since the tumor had in- 
vaded the soft tissues beyond its capsule and we 
were unable to remove all of the affected tissue. 
Although this is only one case, it should en- 
courage us to recommend intensive postoperative 
radiation therapy in cases of this type, even 
though the tumor is one which is ordinarily re- 
sistant to radiation therapy. The value of radi- 
ation therapy in this case was probably due to 
the fact that this was an extremely immature 
fibromyxosarcoma. 


Case 6—This patient was first seen in March, 1946, 
complaining of pain in the right lower quadrant of the 
abdomen. The onset of pain was about twenty-four 
hours previously, with pain in the epigastrium, and 
nausea and vomiting. The pain shifted to the right lower 
quadrant where it remained more or less steady from 
this point on. There had been no change in bowel habits 
and the history was otherwise irrelevant. Examination 
at this time revealed a large, well nourished male, lying 
quietly in bed in no acute distress. The abdomen was 
slightly protuberant but not distended. Palpation re- 
vealed some spasm in the right lower quadrant with 
point tenderness just below McBurney’s point. Rebound 
pain was present here also. Rectal examination revealed 
slight tenderness high on the right. The white cell count 
was 13,400, with 76 segmented forms, 5 stabs, 15 
lymphocytes, 2 eosinophils, and 3 monocytes. My 
diagnosis was acute suppurative appendicitis and im- 
mediate surgery was advised. The patient, who by this 
time was feeling better, elected to defer surgery, after 
having the hazards of non-operative intervention ex- 
plained to him thoroughly. He was placed on both 
sulfadiazine and penicillin and was seen the following 
day. The pain had subsided and the count had corres- 
pondingly diminished. There was no question of a 
palpable mass at any time. He was not seen again in 
this illness, but was followed by his family physician 
who reported all symptoms had subsided within two or 
three days. Before leaving the case, the importance of 
interval appendectomy was emphasized to both the 
patient and his family, and I was assured that he would 
have his appendectomy within a few weeks. When 
next heard from, I learned he had been under the care 
of another medical man for paroxysmal hypertension 
and had complained to him of recurrent attacks of pain 
in the right lower quadrant. 

Examination at this time, some three or four months 
later, revealed a mass in the right lower quadrant. 
The internist had a barium enema done which revealed 
an extensive defect of the cecum with a probable ac- 
companying extrinsic mass. Diagnosis was adenocar- 
cinoma of the cecum with extension beyond the cecum. 
The patient was seen by Dr. John Snyder who advised 
exploration. At surgery an extensive adenocarcinoma of 
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the cecum was found which had penetrated the serosa 
on its lower lateral aspect. There were numerous nodes 
in the right retrocolic space, and several large meta- 
static nodules in the liver. Despite the latter finding, 
it was felt by Dr. Snyder that resection of the colon as 
a palliative procedure should be done in order to rid 
the patient of this large, rather rapidly growing mass 
which had produced an almost complete obstruction. 
A right nemicolectomy was done as described above. 
The patient made an uneventful postoperative con- 
valescence. 

We can only speculate as to the cause of this 
acute episode of pain some four months prior 
to the development of the mass in the right 
lower quadrant. At that time the symptoms 
and signs certainly appeared to me to be fairly 
typical of acute appendicitis. On the other hand, 
he undoubtedly had a carcinoma of the cecum 
at the time of this acute episode. That perfora- 
tion of the cecum as an initial sign of carcinoma 
can occur, is well demonstrated by the other 
two cases in this series. However, it is en- 
tirely possible that this patient might have had 
acute appendicitis from which he made a com- 
plete recovery. Such a case has been previously 
reported; a summary and an excellent article 
on this subject by Lt. Col. Edward F. Mc- 
Laughlin has just appeared in the October issue 
of the American Journal of Surgery, in which he 
adds another case report to the literature on 
acute appendicitis occurring in association with 
adenocarcinoma of the cecum, and shows that 
appendicitis occurs in conjunction with carcinoma 
of the cecum too frequently to be considered 
a coincidence. It is very regrettable that the 
patient refused surgery at the time of his initial 
episode of pain, for it is reasonably certain that 
the lesion would have been discovered at that 
time, and it undoubtedly would have been much 
more amenable to successful surgical removal. 


SUMMARY AND CONCLUSIONS 


While acute appendicitis is by far the com- 
monest cause of right lower quadrant abdominal 
pain, the more uncommon conditions should be 
borne in mind when an acute abdomen is en- 
countered. A careful analysis of the history will 
frequently give the clue to the correct diagnosis. 


Two cases of carcinoma of the cecum with 
perforation as an initial symptom are presented. 
That acute appendicitis not only may co-exist 
with carcinoma of the cecum but actually occurs 
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more frequently has been demonstrated by 
others. A case in which this was suspected is 
presented. Careful examination of the cecum is 
urged in all patients subjected to appendectomy, 
particularly in those cases in which the symptoms 
are atypical or recurrent. 

Two cases of solitary benign idiopathic pene- 
trating ulcer of the cecum are presented. A 
method of management of this type of case is 
suggested. 

A retroperitoneal fibromyxosarcoma simulating 
appendical abscess is presented. The patient is 
alive and well, over five years following re- 
section and postoperative x-ray therapy. 


THE ROLE OF THE PATHOLOGIST 
IN MEDICAL EDUCATION* 


By Dovuctas H. Sprunt, M.D. 
Memphis, Tennessee 


Last year Dr. Davison in his chairman’s ad- 
dress before this section pointed out a funda- 
mental difference between medical education in 
Germany and in America. The German medical 
educators wish to teach now as they did in the 
past and are not interested in improvements, 
while in America there exists widespread dis- 
satisfaction with present educational methods 
and standards. In preparing this program we 
have brought together men with varied back- 
grounds and experience to discuss this ferment 
in American medicine. The program is ar- 
ranged to present the points of view of men in 
different departments. Before going further we 
should consider the reason for separating the 
medical school into departments. 


It is obvious that it would be ideal for every 
physician to know all the facts and be familiar 
with all the technics of medicine. .This, of 
course, is impossible, particularly in“fegard to 
the technics and has led to the development of 
the different branches of medicine. The dif- 
ference between a surgeon and an internist is 


*Chairman’s Address, Section on Medical Education and Hos- 
pital Training, Southern Medical Association, Fortieth Annual 
Meeting, Miami, Florida, November 4-7, 1946. 


*From the Division of Pathology and Bacteriology, University 
of Tennessee College of Medicine. 
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largely one of technics, both being interested in 
curing the patient. The difference between a 
pathologist and an internist, although super- 
ficially a difference in technic, is more funda- 
mental. An understanding of this difference is 
essential if the pathologist is to occupy his true 
place in medical education. This difference has 
been best described by Henry Thomas Buckle! 
in his classic on the history of English civiliza- 
tion. In this book Buckle discusses at some 
length the difference between the pathologist 


and the clinician. In the course of this dis- 


cussion he gives a number of analogies which 
illustrate clearly the place of the pathologist in 
medicine. Two of the best of these are that the 
pathologist is to the clinician as the judge is to 
the lawyer and that the pathologist is to the 
clinician as the agricultural chemist is to the 
farmer. If it is not true that a place exists 
in medicine similar to that occupied by the 
judge in the legal profession or that taken by 
the agricultural chemist in agriculture, then the 
sooner the duties now assigned to the pathologist 
are absorbed by the other branches of medicine 
the better it will be for everyone concerned. 
The pathologist is one who is in contact with 
patients, but is not charged with the cure of a 
particular patient and hence can take a more 
objective view. 


The training of such a pathologist must be 
on a broad basis. Above all else he must have 
critical judgment such as can best be acquired 
by the use of the experimental method. He 
must, also, be well versed in the performance 
and technics of all the laboratory aids to diag- 
nosis and treatment of disease. This can be 
obtained only in a laboratory which is closely 
integrated with the clinic. © 


A pathologist with such training can fill a 
leading place in the medical community. In the 
hospital the activities of his laboratory should 
be threefold. First, it should be a place where 
the reasons leading to every death are carefully 
analyzed and discussed with the clinician so 
that the treatment and di Sis of similar 
conditions will be improved. “Second, his lab- 


oratory will not only turn out reports of the 
highest quality, but he and his staff will act 
in consultation with the clinician in interpreting 
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and correlating these findings. Last, his lab- 
oratory will be a place where the experimental 
method is applied to the everyday problems of 
medicine. He and his staff will be actively en- 
gaged in a definite program of investigation. 
He will, also, make available to the clinicians 
facilities for their own investigations whether 
they be animal experimentations or case an- 
alyses. He will, also, stand ready to counsel 
them as to the best application of the experi- 
mental method to their problems. 


At present only a few places are prepared to 
train men like the hypothetical pathologist just 
described. The medical graduate as a rule must 
choose between the university department which 
has divorced itself from the clinic in favor of 
investigative work, or the laboratory where no 
investigative work is tolerated and where too 
frequently the laboratory aids to diagnosis are 
done as ends in themselves without correlation 
with the patient. Considering first the type of 
training given by the universities one finds that 
in many medical schools and hospitals the de- 
partments of medicine and surgery in their 
desire to train better clinicians have more and 
more taken over the various laboratory services. 
The surgeon has absorbed surgical pathology, 
the gynecologist gynecologic pathology and the 
internist and pediatrician frequently find it to 
their advantage to do their own bacteriology 
and hematology. This trend has generally been 
aided by the departments of pathology as the 
pathologist has felt that by thus divorcing him- 
self from the routine of the clinic he would be 
better able to give his efforts to teaching and 
investigation. Thus the department of pathology 
has become more and more like the usual de- 
partments of anatomy, physiology, and bio- 
chemistry. This arrangement has made it pos- 
sible for these departments to contribute ex- 
tensively to medical education and scientific ad- 
vancement, but their contribution could have 
been greater had they been more closely related 
to the clinic. Also, they would have trained 
more medical thinkers. It is beyond the scope 
of this paper to discuss the relationship of all 
the so-called basic science departments to the 
clinic, but I think it is worthwhile to point out 
in this connection what happened to German 
medicine at the beginning of this century. 


SPRUNT: PATHOLOGY IN MEDICAL EDUCATION 


German medicine around 1900 was leading 
the world, and it was not only the two World 
Wars that led to its decadence. A number of 
factors contributed to this decline. One of the 
more important of these was the separation of 
the leading medical scientists from the clinic 
and their establishment in the ivory tower of 
the Kaiser Wilhelm Institutes where they were 
free to devote themselves exclusively to in- 
vestigative work, thus leaving men not in- 
terested dr capable of investigative work in the 
clinic. To a certain extent this is happening 
in regard to the training of pathologists in 
America today. Many of the leading pathologists 
have devoted themselves to investigative work at 
the expense of the clinic, so that frequently the 
training of pathologists is in the hands of men 
who, although admirable laboratory technicians, 
cannot instill in their students the desire for am 
understanding of the mechanisms of disease 
which is essential for the highest type of phy- 
sician or pathologist. Second, if the medical 
graduate wants closer contact with the clinic 
than the splendid isolation many university de- 
partments of pathology offer he will find a few 
laboratories where the type of training described 
above is given, but the large majority of lab- 
oratories which purport to train pathologists are 
so understaffed and overworked that they hardly 
ever get on the ward. 


The equipment of these laboratories and their 
budgets is based entirely on the idea of making 
the necessary tests for the clinicians. The idea 
of a hospital’s being benefited by the laboratory’s 
having an investigative program has not, with 
a few notable exceptions, been conceived by 
the hospital administrators and board of trustees. 
Their conception of research is of something for 
the universities and large hospitals. They fail 
to grasp the idea that it was the application of 
the experimental method to medicine which 
raised medicine to its present state and that 
without its continued application medicine 
deteriorates. 


The pathologist in the average laboratory and 
the medical graduate trained there is thus lim- 
ited to being little more than a technician. The 
clinician becomes accustomed to asking him 
whether the blood sugar is up or down and not 
for a consultation in regard to a patient. This 
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would result in little harm if it were limited 
to the simpler laboratory diagnoses. But when 
the surgeon wants a malignant or benign diag- 
nosis on a piece of tissue in the same way that 
he wants to know if the blood carbon dioxide is 
up or down there is trouble. This has led to 
the pathologist’s being asked to “read” a slide 
rather than being called as a _ consultant. 
When possible the pathologist like any other 
consultant should be given time to study all 
the aspects of the patient’s disease before giving 
a diagnosis. At times a diagnosis will be needed 
during the course of an operation. When this 
is known in advance the pathologist should be 
notified before the operation so that he can see 
the patient in advance and be prepared to in- 
terpret properly the tissue changes he sees at 
operation. If it was not known in advance 
that the pathologist would be needed, then he 
should be given as much information as possible 
at the operating table. The greatest harm re- 
sults when the surgeon and the pathologist be- 
lieve that tissue is as susceptible to a malignant 
or benign diagnosis as blood is to a Wassermann 
test. It is well known that even the Wasser- 
mann reaction, if all the facts about the clinical 
history are not known, will give an erroneous 
diagnosis. The same to a far greater extent is 
true of tissue. The pathologist can in certain 
tissues make a correct diagnosis by examining 
them with the frozen section technic. But if this 
technic is used indiscriminately, he will, to pro- 
tect himself, make a diagnosis of malignancy in 
cases where it is not warranted. Thus the pa- 
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tient must undergo a more radical operation 
than is justified. A more conservative approach 
will at times result in some loss of the surgeon’s 
time and the return of a patient to the operat- 
ing room on a subsequent day but in the long 
run the patient will benefit. 


CONCLUSIONS 


In conclusion, the pathologist should be a 
medical consultant holding the same relation to 
medicine as the judge does to the legal pro- 
fession. To fill this position properly his train- 
ing should be threefold. First, he should be 
thoroughly grounded in the application of the 
experimental method to medicine; second, he 
should know how to do an autopsy and how best 
to show the clinician the lesson it teaches both 
in regard to diagnosis and treatment; third, 
he should be well versed both in the interpreta- 
tion and the technics of all the laboratory aids 
to diagnosis and treatment of disease. _ 

The above type of training can best be given 
in a university department of pathology. While 
it is not essential that the department of path- 
ology have under its own jurisdiction bacteri- 
ology, hematology, surgical pathology, and so on, 
it is essential that a training program for medical 
graduates be instituted that will turn out proper 
pathologists. These pathologists should be at 
home in the autopsy room, the experimental lab- 
oratory, the routine laboratories, and the clinic. 
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MASSIVE DOSES OF PURE 
ANTIRACHITIC VITAMIN 


Fractionation of the accessory food factors of 
codliver oil proceeded perhaps slowly after the 
beginning of the popularity of this medication 
more than sixty years ago. Rickets is so com- 
mon a complaint that few babies of this century 
have failed to receive antirachitic vitamin in one 
form or another, the product employed tending 
to be more potent as the substance was purified. 
Because it is stored by the body, a recent 
tendency in some quarters in rickets treatment 
and prevention is toward massive single doses. 


The body fortunately is remarkable in its 
powers of adaptation and conservation. How- 
ever, pure vitamin D is toxic in sufficient dosage, 
and it is questionable how wide is the range 
of effective therapeutic dose. Various symptoms, 
including high blood calcium, and tooth and jaw 
deformities occur in chronic vitamin D poison- 
ing.! 

Workers? in the Home Economics Department 
of the University of California have recently 
Studied the effects upon young dogs of single 
doses of minimal lethal size and reported in 

eannette B.; Morgan, Agnes Fay; and Fi 
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detail. They administered 12 milligrams or 
480,000 units of vitamin D (irradiated ergos- 
terol, pure antirachitic vitamin) to young pup- 
pies. Of eight so treated, three died in two 
weeks, another in five. The remainder lived six 
months or more. All exhibited the usual symp- 
toms of overdosage: anorexia, polyuria, bloody 
diarrhea, excessive thirst and prostration. In 
the animals which survived, the serum calcium 
remained high for six months, and there was 
continued calcium and phosphorus retention. 


Extensive calcification occurred in the lungs 
and moderate calcification in the hearts and 
kidneys. Malocclusion, pitting, irregular plac- 
ing, and poor development of teeth were seen in 
all the dogs and these conditions did not im- 
prove during the recovery period. 


Although most of the vitamins have a wide 
range of availability, normal function may be 
severely taxed by the potent crystalline vitamins 
now widely employed. They are materials not 
found in natural foods in the past ten thou- 
sand years of evolution of digestive processes. 
This fact is constantly being demonstrated in the 
various vitamin groups. Optimum quantities and 
optimum mixtures of food elements tend to be 
the naturally occurring ones, and pronounced 
variations are usually undesirable. In well es- 
tablished deficiencies, of course, this rule no 
longer holds. 


Large doses of concentrated vitamin D should 
be discouraged. This is obviously not the only 
food substance concerned in prevention of 
rickets. 


THE SCHIZOPHRENIC CHILD 


The various aptitude tests employed in schools, 
industry, and in placement in the armed forces 
have greatly increased public interest in psych- 
ological methods, and are now entrenched in the 
practical field. Problems of crime prevention 
and juvenile delinquency likewise increasingly 
are appealed to the psychiatrist. Considerable 
legislation upon mental hygiene has been passed 
or is impending, with emphasis upon preventive 
work. 

For prevention of major psychoses, of course, 
determination of the cause and early diagnosis 


7 
| 
a 
0 
)- 
l- 
e 
e 
1e 
h 
d, 
is 
le 
: 
1- 
n, 
al 
Pr 
at 


716 SOUTHERN MEDICAL JOURNAL 


are the desiderata. The success of mental treat- 
ment is increasing, yet many incurables hope- 
lessly occupy the country’s inadequate mental 
institutions. Many persons who would be classi- 
fied by psychiatry as abnormal are economically 
able to take care of themselves and hold posi- 
tions of responsibility in the community; and 
heads of hospitals for the insane not infre- 
quently comment that the inmates are committed 
according to their “nuisance value” to their 
relatives. 

The feeble-minded person is easily and def- 
initely identified, as are the mental grades up 
to the moron. The completely insane person is 
easily identified. The many gradations toward 
total mental disability are not in the realm of 
science. Attempts to identify early symptoms, 
or abnormal mental trends are worthy of study. 

Very young children of apparently normal in- 
telligence are often put in insane asylums. 
Bradley! of Providence, Rhode Island, has 
studied a group of 138 maladjusted children ad- 
mitted for psychiatric study to a children’s 
institution, in the attempt to discover the be- 
ginnings of psychoses. The pediatrician, he says, 
usually is first consulted about these children, 
or should see them first. 


Bradley defines psychosis for his paper as “a 
severe mental disturbance in which all the usual 
forms of adaptation to life are involved and in 
which disorganization of the personality is ex- 
treme.” He lists eight major behavior charac- 
teristics as especially prominent in children 
diagnosed as having schizophrenia or dementia 
precox and gives the order of their frequency and 
importance as follows: 

(1) Seclusiveness. 

(2) Irritability when seclusiveness was disturbed. 

(3) Day dreaming. 

(4) Bizarre behavior. 

(5) Diminution of personal interests. 

(6) Regressive nature of personal interests. 

(7) Sensitivity to comment and criticism. 

(8) Physical inactivity. 

By these criteria children as young as three 
to four years were diagnosed as schizophrenic. 
The children were believed to be normal in in- 
telligence, from their ability to handle their 
clothing and objects around them. Bradley at- 


1. Bradley, Charles: Early Evidence of Psychosis in Children. 
J. Ped., 30:529 (May) 1947. 
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tempts to go into the earliest history of the 
schizophrenic children noting that psychiatric 
literature contains only two long term studies 
of the development of children of this type. The 
paper contains no report of the success or failure 
of treatment. 


The characteristics noted are of interest as 
qualities to be observed by physicians, and 
eventually evaluated. Any one of these consid- 
ered separately of course, might belong to a 
normal person, or to a genius. As to seclusive- 
ness, the first trait listed and thus the most im- 
portant, man is naturally gregarious but the 
man who can keep his own council is well 
thought of in business circles and the trusting 
“good fellows” are rarely outstanding in history. 
Irritability is the first and dominating character- 
istic of most persons for whom things are not 
going well. Day dreaming is the credited fav- 
orite pastime of adolescence. As to bizarre be- 
havior, “All the world is queer but thou and I.” 
Among humans there is a natural limitation of 
personal interests according to ability and oppor- 
tunities, and the jack-of-all-trades is notoriously 
ill thought of among specialists. As to regressive 
interests, the father playing with his boy’s 
Christmas train or taking him to the circus is 
viewed favorably. Nonsensitive or ‘“thick- 
skinned” persons are criticized in any group. 
Physical inactivity or laziness occurs in many 
persons from pure discouragement, and geniuses 
in their childhood were often poor students and 
poor household helpers. Industry is often a ques- 
tion of the individual’s finding something that 
he does well. 

These comments are intended merely to em- 
phasize the danger of attempts at early recog- 
nition of mental disease. Although observation of 
the child’s social habits and mental outlook are 
an essential part of pediatric practice, alertness 
in “early diagnosis” of psychosis is the last 
thing to be desired. By its indefiniteness it is 
impossible to combat such a label, which im- 
mediately adversely affects the whole environ- 
ment of the child. The neurotic pigs, which 
did not know whether the ringing of the bell 
meant food or a severe beating, and immediately 
developed most of the qualities listed above, 
must be kept in mind. 

When a child’s behavior seems pathological 
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the environment should be intensively scrutinized 
and the parents or guardians apprised to change 
their methods. The experimental production of 
psychoses in animals and humans puts full re- 
sponsibility upon the environment. 


Normal mental development requires first of 
all continuous kindliness and consistency on the 
part of parents; and these qualities are not in- 
herent in all adults. 


ATMOSPHERIC GASES 


Some new facts were learned during the war 
upon the physiologic effects of the ordinary 
gases which enter the lungs. Methods of pro- 
tecting divers from the “bends,” caused by 
bubbling of nitrogen dissolved in the blood under 
high pressure, have been known for some time. 
Slow and gradual ascent to ordinary atmospheric 
pressure usually suffices. The British Medical 
Journal! comments upon various facts learned 
during the war about the toxicity of oxygen and 
other atmospheric gases. All gases, they say, 
are probably poisonous if breathed at sufficient 
pressure, since the amount of gas taken up by 
the blood is proportional to its partial pressure. 
Oxygen or nitrogen can be harmful. Both 
nitrogen and argon, usually considered inert, 
are narcotic at sufficient water depth or pressure. 
Per weight absorbed, says the British Medical 
Journal, they are almost as narcotic as nitrous 
oxide. If administered to a diver three hundred 
feet below the surface, under ten atmospheric 
pressures, enough nitrogen is absorbed by the 
diver to make him rather stupid and irrespon- 
sible. 


During the war, for attacks upon enemy ships, 
oxygen was used by divers to avoid the tell tale 
bubbles which nitrogen would have caused. Vari- 
ous cases of oxygen poisoning and oxygen con- 
vulsions were reported. Great differences in 
oxygen tolerance of different individuals and 
under various circumstances were noted. The 
fact of overdosage from increased pressure is of 
interest. 


par eeeniads Oxygen Poisoning. British Med. J., p. 727, May 


EDITORIALS 


TWENTY-FIVE YEARS AGO 
JOURNALS OF 1922 


Medical Periodicals.1\—Dr. Claude Lillingston con- 
tributed early this year an essay on the present and 
future of medical writings. His main thesis is con- 
cerned with the unwieldiness and vain repetition of 
medical writings * * * With journals as with mammals 
fatness is apt to lead to sterility, and with this growing 
volume of publications it is becoming increasingly dif- 
ficult to discover a discovery * * * The solution which 
he considers most promising is the development of the 
abstract * * * Time was when the prophecy was con- 
fidently made that man would reduce his dietary to a 
few compressed tablets a day, but he still prefers his 
food in bulk. 


Diabetes.2—On July 22 we gave * * * a preliminary 
account of important experiments into the etiology and 
treatment of glycosuria which had been carried on in 
the Physiological Department of the University of 
Toronto under the direction of Dr. J. J. R. MacLeod 
who had long been interested in diabetes and had made 
many investigations with regard to it. Early observa- 
tions had shown that injections of extract of the whole 
pancreas were of no therapeutic value to the control 
of glycosuria and Professor MacLeod was driven to 
the conclusion that in all probability the islets of 
Langerhans were essential in the control of carbohydrate 
metabolism. Taking advantage of the fact that ligation 
of the pancreatic duct produced degeneration of the 
acinous cells but not of the insular cells he with the 
assistance of Dr. F. G. Banting and Mr. C. H. Best * * * 
found that when * * * an extract of the islets of 
Langerhans was injected * * * into the dog artificially 
tendered glycosuric, marked reduction of the percentage 
of sugar in the blood and the amount of sugar excreted 
in the urine occurred. 


Plight of the Russian Doctors3—Mr. W. E. Haigh, 
F.R.CS., a British doctor who is attached to the 
Nansen High Commission, in a letter dated Moscow, 
September 24, said, * * * “The position of our col- 
leagues becomes steadily worse * * * The depreciation 
of the rouble and soaring prices make it impossible for 
them to provide food for their families even were such 
obtainable in plenty * * * the salaries paid are fan- 
tastic. I pay my chauffeur 100,000 millions a month 
and food packets * * * Hospitals are unheated and 
without soap, appliances, or drugs, provided with a 
ration for all of 600 calories a day * * * Conditions 
have been such as require the pen of Dante to describe. 
* * * the sole means of keeping doctors and nurses 
alive was the American maize * * * clothing is almost 
as badly needed as food. 


ial: Future of Medical Periodicals. Brit. M. J., p. 


1. Editorial 
483 (Sept. 9) 1922. 


2. Editorial: Control of Glycosuria by the Islets of Langerhans. 
Brit. M. J., p. 480, (Sept. 9) 1922. 


3. Correspondence, Brit. M. J. (Dec. 23) 1922. 
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Book Reviews 


Bone and Bones. Fundamentals of Bone Biology. By 
Joseph P. Weinmann, M.D., College of Dentistry, 
University of Illinois, and Harry Sicher, M.D., School 
of Dentistry, Loyola University, Chicago. 464 pages 
with 289 illustrations. St. Louis: The C. V. Mosby 
Company, 1947. Price $10.00. 

The text deals with the anatomy and physiology of 
bone (tissue) and bones (organs). 


The anatomical phase of the treatise includes not only 
the normal anatomy but also the abnormal anatomy 
(pathology) of bony tissue and organs. The various 
bony organs of the skeletal system are discussed in con- 
siderable detail in the section on pathology. 


Functional factors, normal and pathological, which 
condition both the normal and abnormal patterns of 
bone and bony organs are presented. 


One of the most useful features of the treatise is 
the excellent bibliography. The organization of the 
literature under critical anatomic or physiologic headings 
enables the investigator readily to locate papers which 
belong in a particular field of interest. 

The book is both a stimulus to research and a guide. 


Principles and Practice of Obstetrics. By Joseph B. 
DeLee, M.D., Late Professor of Obstetrics and Gyne- 
cology, the University of Chicago; and J. P. Green- 
hill, M.D., Attendant Obstetrician and Gynecologist, 
the Michael Reese Hospital. Ninth Edition. 1,011 
pages; 1,108 illustrations, 211 in color. Philadelphia 
and London: W. B. Saunders Company, 1947. Price 
$10.00. 


The ninth edition of this book is well departmental- 
ized. The section on the physiology of reproduction 
covers thoroughly the processes of ovulation, conception 
and placentation. Included in chapter X, are excellent 
diagrams of the female perineum together with colored 
drawings of all muscles involved. In the chapter on 
analgesia and anesthesia all methods are given adequate 
consideration. A detailed discussion of continuous caudal 
anesthesia in obstetrics is given, including just appraisal 
of its advantages and disadvantages. Obstetrical and 
gynecological endocrinology are discussed briefly but 
adequately so that the student or busy practitioner can 
gain an understanding of the subject. Nothing unusual 
is included under the important subject of toxemias. 
The clinical entity of fetal erythroblastosis and fts 
relation to the Rh factor of the father and mother is 
covered in detail, together with suggestions of treatment 
of the baby who is born with this disease. The Caldwell, 
Moloy and D’Esopo classification of pelves is included 
and well illustrated. The section on accidents of preg- 
nancy is well illustrated with color drawings, particularly 
of their repair. Included in this section are pictures of 
episiotomy repair showing clearly each step. Under the 
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heading of “Operative Obstetrics” breech delivery is 
thoroughly discussed and the detailed description is ac- 
companied by several good drawings. The subject of 
cesarean sections is well covered, with enumeration of 
the indications and contraindications. The different types 
of cesarean sections discussed include the Porro cesarean 
section, the low cervical cesarean section and the extra- 
peritoneal cesarean section, recently popularized by 
Waters and Norton of the Margaret Hague Maternity 
Hospital. 

This book is unusually well illustrated and covers 
every phase of obstetrical practice. There are many good 
photomicrographs of different pathological obstetrical 
lesions. The theory of obstetrics is adequately covered, 
however the book is most valuable because of its well 
illustrated discussions of the practical side of obstetrics, 
The student will find most of the answers to the prob- 
lems he encounters in this volume. Every physician in 
the field will find this book invaluable. 


Textbook of Obstetrics. By Henricus J. Stander, M.D., 
F.A.C.S., Professor of Obstetrics and Gynecology, 
Cornell University Medical College, New York City. 
Stander’s Third Revision. 1,277 pages; 740 illustra- 
tions. New York and London: D. Appleton-Century 
Company. Price $10.00. 


This Dr. Stander has made an exhaustive study of 
the recent as well as the old literature of every phase 
of obstetrical practice. His own personal experience was 
accumulated during his years of association with Dr. J. 
Whittredge Williams, late professor of obstetrics at Johns 
Hopkins Medical School, and as head of the department 
of gynecology and obstetrics at Cornell University Medi- 
cal College. Appended -to each chapter is a complete 
list of the references reviewed and discussed therein. 
Anyone doing research on any particular phase of 
obstetrics may turn to the end of the chapter on this 
subject and find invaluable background material. The 
theory of many of the unsettled obstetrical problems is 
discussed at length together with adequate consideration 
of all related practical procedures. The Caldwell, Moloy 
and D’Esopo classification of pelves into the four parent 
types of gynecoid, android, anthropoid and platypelloid 
is well explained, and the sixteen different types of 
pelves resulting from a combination of the parent types 
are included in this discussion. The section on hem- 
orrhages includes a discussion of all lesions producing 
obstetrical hemorrhage, ante partum as well as post- 
partum. The various methods of management of these 
alarming obstetrical difficulties are thoroughly described. 
The history of obstetrical forceps is detailed and reads 
as easily as fiction. The different types of cesarean sec- 
tion are discussed together with an explanation of the 
indications for each type. A detailed discussion accom- 
panied by actual photographs of the Waters type of 
extraperitoneal cesarean section is included. 

This book is a storehouse of obstetrical information, 
logically arranged, its value is enhanced by the ex- 
haustive references included. 
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Gastro-enterology in General Practice. By Louis Pelner, 
M.D., Associate Attending Physician, Greenpoint Hos- 
pital, Brooklyn, New York. With the collaboration of 
Louis A. Held, M.D., Attending Roentgenologist, Beth 
Moses Hospital, Brooklyn, New York; and contribu- 
tions from: Alexander Lewitan, M.D., Consulting 
Roentgenologist, Norwegian Public Health Service, 
New York; Samuel Waldman, M.D., Associate At- 
tending Physician, Greenpoint Hospital, Brooklyn, 
New York; and Siegfried W. Westing, M.D., Roent- 
genologist, Brooklyn Cancer Institute. First Edition. 
285 pages with illustrations. Springfield, Illinois: 
Charles C. Thomas, Publisher. Price $7.50. 

This monograph gives the physician practical, up-to- 
the-minute information about gastro-enterology, the 
main concern being with diagnosis and treatment, and 
those little details which greatly aid in the success of 
the doctor. The thirty-eight chapters are pithy, covering 
the conditions seen in daily practice. The fifteen tabula- 
tions give the essential diagnostic information in brief. 
The diets are ample and workable. There is a chapter 
on psychosomatic medicine that will be very helpful. 
The text is well illustrated although the pictures of sev- 
eral pioneers of gastro-enterology are of merely academic 
interest. The physician treating disorders of the gastro- 
intestinal tract should not only study this text but keep 
it available for quick ‘reference. 


An Integrated Practice of Medicine. By Harold Thomas 
Hyman, M.D., Volumes I, II, III, and IV, and Index. 
1,184 illustrations, 305 in color. 319 Differential 
Diagnostic Tables. Philadelphia and London: W. B. 
Saunders Company, 1947. Price $50.00 per set. 


This is one of the most complete and ambitious sys- 
tems of clinical medicine published since McCrae’s 
Osler. It contains four volumes of around 700 pages 
each, each volume independently indexed, and there is 
also a general index volume of around 175 pages, which 
contains an index of illustrations and of signs and 
symptoms. The four volumes cover the whole of in- 
ternal medicine, each section being actually a textbook 
in itself. They are written for the most part by a gen- 
eral practitioner, the senior editor and specialist associate 
editor. Details of pathology, bacteriology, immunology, 
biochemistry, and laboratory diagnosis, are encountered 
throughout the volumes as needed in discussions of 
diagnosis. The authors have attempted to emphasize 
the beginnings of disease. 

Theory is largely omitted and the volumes concen- 
trate upon diagnostic signs, both laboratory and clinical, 
and established and well chosen methods of therapy. 
The four main volumes deal with: Volume I, infections, 
allergy, neoplasms, metabolism, poisoning and the circula- 
tory system. Volume II is headed blood, endocrines, 
nervous system, psychiatry, the eye, and the digestive 
system. Volume III covers the respiratory system, 
urinary tract, reproductive system, obstetrics, pediatrics, 
skeletal and locomotor systems. Volume IV is headed 
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tegumentary system, physical diagnosis, laboratory 
methods, therapeutics, pharmacology, major and minor 
surgery, and prognosis. This final volume includes a 
brief description of the equipment and technics of minor 
surgery, and the practitioner’s place in major surgery. 
The very complete index volume is so arranged that 
the practitioner with a particular case and particular 
symptoms can look up the symptom in the index and 
turn from there to various pertinent chapters in the 
body of the text. The volumes are thus very con- 
veniently compiled for use. There is little duplication, 
although each subject necessarily is discussed in dif- 
ferent sections from different points of view. Tuber- 
culosis, for example, is discussed in Volume I under in- 
fections, and again under several headings of special 
tissues in another volume. 


The author has done a remarkable job of eliminating 
the uncritical lists of procedures in use in many texts 
which have only the virtue of custom. His books 
contain no copying from one text to another merely for 
completeness. The five volumes make an outstandingly 
useful, exhaustive, and up to date system of medicine 
for daily reference. 


Diseases of the Basal Ganglia and Subthalamic Nuclei. 
By D. Denny-Brown, M.D., C.HB., Dr. Phil, 
F.R.C.P., Professor of Neurology, Harvard University. 
Edited by Henry A. Christian, A.M., M.D., LL.D., 
Sc.D. (Hon.), F.A.C.P., Hon. F.R.C.P. (Can.), Hersey 
Professor of the Theory and Practice of Physic, 
Emeritus, Harvard University. Boston, Mass. (Re- 
printed from Oxford Loose-Leaf Medicine with the 
same page numbers as in that work). New York: 
Oxford University Press, 1946. Price, $2.50. 


This monograph represents the author’s interpretation 
of the sum total of past investigative work in the 
neurophysiology of the basal ganglia, to which he has 
added his clinical experience. The first portion deals 
with the general aspects of the basal ganglia, chiefly 
their integration with other components of the motor 
system. The second portion consists of a clinical descrip- 
tion of the common diseases of which the chief mani- 
festation is related to disorder of the basal ganglia. 


The presentation is well organized, although some- 
what exhaustive in detail. Inasmuch as present knowl- 
edge of this subject is progressing rapidly, but is as yet 
grossly inadequate, some of the author’s opinions will 
be found to be controversial. This is a useful summary 
of present knowledge of the basal ganglia, their func- 
tions and disorders, compiled by a recognized authority. 
As a result of recent advances in neurophysiology the 
author says: “The concept of diseases limited to the 
basal ganglia is vanishing, and yet the clinical manifes- 
tations and symptomatic rationale remain essentially 
related to those ganglia or their connections.” This work 
is a valuable reference for the neurologist, neurophysi- 
ologist and neurosurgeon. 
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Southern Medical News 


SOUTHERN MEDICAL ASSOCIATION 
‘BALTIMORE MEETING 


The Southern Medical Association was host to a dinner meeting 
at the Sheraton Belvedere Hotel, Charles Room, Baltimore, Wed- 
nesday evening, July 16. The occasion was an informal get- 
together to initiate activities for the annual meeting of the 
Southern Medical Association in Baltimore, the Association having 
accepted the invitation of the Baltimore City Medical Society 
to meet there in November. 


Among those present were the general chairman, vice-general 
chairman, executive committee, and chairmen and members of 
committees for the Baltimore meeting, officers of the Baltimore 
City Medical Society, of the Baltimore County Medical Society 
and of the Medical and Chirurgical Faculty of Maryland (state 
medical society), representatives of the medical schools, of the 
state _and city health departments and others interested in the 
Association meeting in Baltimore. There were seventy-four present 
at this dinner meeting. 


Officers of the Southern Medical Association in attendance were 
Dr. E. L. Henderson, President, Louisville, Kentucky; Dr. Oscar 
B. Hunter, First Vice-President, Washington, D. C.; Dr. Arnold 
McNitt, Member of Council from the District of Columbia, Wash- 
— = Member of Council from Maryland, 

itimore; r. C. P. Loranz, Secretary General Manager, 
Birmingham, Alabama. — 


GRADUATE INSTRUCTIONAL COURSE IN ALLERGY 


Fall Graduate Instructional Course in All » Sponsored 
American College of Allergists, under the of the 
of Medicine, University of Cincinnati, Cincinnati, Ohio, will be 
given at Cincinnati, November 3-8. The fee for the course is 
$100. Write the Secretary of the American College of Allergists, 
Dr. _Fred W. Wittich, 423 La Salle Medical Building, Minne- 
apolis 2, Minnesota, regarding registration for the course and 
hotel accommodations. 


ALABAMA 


Dr. Charles T. Thigpen, Montg y, has ted 
Medical College of Alabama, Birmingham, the “sum of $10,000 
to be used for the conversion of one floor in the Jefferson Hospital 
into a complete ophthalmic hospital, with operating rooms, 
Museum, conference rooms and bed snace for patients. This gift 
his late Dr. Job T. Cater, who was 

ocia’ with him in practice. e unit will n 
Thigpen-Cater Ophthalmic Hospital. 

Dr. H. Earl Conwell, Birmingham. was made a member of the 
Executive Council of the American Orthonaedic Association at its 
— — in Boat Seriner 

r. Thomas Monroe Wilev, Jr., and Miss Hearon, 
of Birmingham, were married recently. 


DraTHs 
Dr. Barnie Lee Piper, 
aa per, Georgiana, aged 59, died recently of 
Dr. James C. Berry, Birmingham, aged 74, died July 


J 10. 
Dr. Elbert Paul Green, Sr., Birmingham, 


ARKANSAS 


A_three months nutrition study of the Territorial Depart 

of Health (Alaska) will be conducted this summer by Dr. Caroll 
F. Shukers and Dr. John R. Totter (Ph.D.), Associate Professors 
of Physiologic Chemistry, University of Arkansas School of Medi- 
cine, Little Rock, to appraise the nutritional status of representa- 
tive sections of the population of Alaska. The Alaska Native 
Service personnel will work with the health department. The 
study has been made possible by grants from the U. S. Public 
Health Service, the Nutrition Foundation of New York and the 
U. S. Children’s Bureau. 
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DISTRICT OF COLUMBIA 


Dr. Ross T. McIntire, Washington, former U. S. Navy Surgeon 
General and White House physician, has been named Chairman, 
Washington Metropolitan Health Council, succeeding Dr. Herbert 
P. Ramsey, Chairman from the Council’s inception in 1944. 

Dr. Donald J. McMinimy, Washington, has been assigned a 
Tuberculosis Consultant by the United States Health Service 
to Juneau (Alaska) territorial department of health. 

A new clinic for children with suspected cancer has been 
opened in Gallinger Municipal Hospital, Washington, with funds 
from the National Cancer Institute of the United States Public 
Health Service. Dr. Roy Hertz, Bethesda, Maryland, endo- 
crinologist of the National Cancer Institute, is Director. 

Washington Diabetes Association, affiliate of the American 
Diabetes Association, was recently organized in Washington for 
educational and scientific research purposes and consists of two 
groups: the Clinical Society, made up of qualified practitioners 
in the Washington metropolitan area or the state or county 
medical society in which they reside and physicians in military 
service or governmental departments and research workers in any 
field of medicine or its allied sciences and associate members 
consisting of dietitians, laboratory technicians, nurses and social 
workers; and the Lay Society, made up of diabetic patients and 
their relatives and other laymen interested in the subject. Dr, 
ohn A. Reed is President and Dr. J. Ross Veal, Secretary- 

reasurer. 

Dr. Harold W. Spies, Washington, and Miss Sadié Frances 
Compton, Joh City, , were married recently. 

. Harry S. Douglas, Washington, and Miss Bernadine Curley, 
Billings, Montana, were married recently. 
Walter Stauffer Price, Washington, and Miss Patricia Jean 


, Lowell, setts, were recently. 
Dr. Henry T. Schildroth, Washington, aged 80, died recently 
of arteriosclerosis. 
FLORIDA 


Dr. Merlin H. Draper, Tampa, has been appointed Consultant 
in Tuberculosis to the medical staff, Bay Pines (Florida) Veterans’ 
Hospital. Dr. Draper is Superintendent and Medical Director, 
Florida State Tuberculosis Sanatorium. He was previously Medical 
Director, Irene Bryon Sanatorium, Fort Wayne, Indiana, for 
nineteen years. 

Dr. Horace D. Atkinson and Mrs. Pauline H. Hildebrand, both 
of Lakeland, were recently. 


DeEaTus 


Dr. Lester Julian Efird, Tampa, aged 68, died recently of 
h ensive cardiovascular disease. 
r. Irving William Slack, Tampa, aged 80, died recently of 
coronary thrombosis. 
Dr. Eben Elliott Smith, Daytona Beach, aged $4, died June 16 
of coronary thrombosis. 


GEORGIA 


Emory University School of Medicine, Atlanta, announces & 
Post Graduate Course in Infectious Diseases to be conducted in 
cooperation with the Georgia Department of Public Health which 
will be held September 18-19 at the Grady Memorial Hospital, 
Atlanta. The course is planned specifically for the Public Health 
physician and the general practitioner and will be open to all 
plowitens in Georgia and neighboring states at a nominal fee. 
nquiries should be addressed to Dr, R. H. heimer, 
Memorial Hospital, Atlanta 3, Georgia. 

Gordon County Medical Society has elected Dr. W. D. Hall 
f= and Dr. R. D. Walter, Secretary-Treasurer, both of 

oun. 

Grady County Medical Society has elected Dr. A. B. Revastty 
js anger and Dr. J. V. Rogers, Secretary-Treasurer, both 
‘airo. * 

Hall County Medical Society has elected Dr. Jesse L. Meeks, 
Gainesville, President; a . R. Garner, Gainesville, Vice- 
President: and Dr. H. H. Lancaster, New Holland, Secretary- 


urer. 
Hancock County Medical Society has elected Dr. Horace Darden, 
President; and Dr. H. L. Earl, Secretary-Treasurer, both of 

Henry County Medical Society has elected Dr. H. C. Ellis, 
President: Dr. R. V. Brandon, Vice-President; and Dr. A. W. 
Carter, Jr., Secretary-Treasurer, all of McDonough. 

Jefferson County Medical Society has elected Dr. J. J. Pilcher, 
Wrens, President; and Dr. J. W. Pilcher, Louisville, Secretary- 
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These pills are engaging increased interest in 

neurological clinics as well as in private practice, especially 

’ in the treatment of the Sequelae of Epidemic Encephalitis. 

They embrace the full therapeutic properties of the drug in 
a form convenient for administration. 


~~ 


Each pill exhibits 0.16 Gram (2% grains) of the dried 
leaf and flowering top of Datura Stramonium, alkaloidally 
standardized, and therefore contain 0.4 mg. (Aso grain) of 
the alkaloids in each pill. 


MAAS 


HY Sample for clinical test and literature mailed upon reques~. 

y Davies, Rose & Company, Limited 

‘x } Manufacturing Chemists, Boston 18, Massachusetts 
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Continued from page 720 
, se " Monroe County Medical Society has elected Dr. S. D. Work, Jr., 
ry ° Montgomery County Medical Society has elected Dr. J. W. 
at Louisville — Ailey, Secretary-Treasurer. 
ished Muscogee County Medical Society has elected Dr. Arthur N, 
Ramen Ta0e Berry, President; Dr. F. D. Edwards, Vice-President; and Dr. 
BEAUTIFUL AND SPACIOUS GROUNDS ce Butler, Secretary-Treasurer, all of Columbus. 
AFFORD OUTDOOR RELAXATION Rabun County Medical Society oo Dr. J. C. Dover, 
Alcoholis: Senili Addicti = and Dr. J. A. Green, retary-Treasurer, both of 
Our ALCOHOLIC treat ge in rnold, Parrott, resident ; . alter D. artin, ellman, 
stores appetite ple sleep, de cai and Dr. W. G. Elliott, Cuthbert, Secretary: 
an nervous condition o: e patient. quors wi oaunnens County Medical Socie’ ety has elected Dr. Wm. H. 
drawn ontealiys —_ on the amount necessary to Jr., President; Dr. Robt. E. Shiflet, Vice-President; and 
prevent of relieve Celisium. Dr. se L. Ayers, Secretary-Treasurer, all of ‘Toccoa 
MENTAL patients have every comfort that their Sumter County Medical Sutety has elected Dr. A. C. Primrose, 
home affords. Americus, President; Dr. J. C. Logan, Plains, Vice-President; 
The DRUG treatment is one of gradual Reduction; and Dr. R. H. Enzor, Smithville, Secretary-Treasurer. 
it relieves the c the and Thomas County Medical Society has elected Dr. Frank A. 
sleep; withdrawal pains | are absent. No Hyoscine or Little, President; Dr. Joe I. Palmer, Vice-President; and Dr. Kirk 
rapid used unless patient desires Shepard, Secretary-Treasurer, all of Thomasville. 
same. er 4 ag cary Tester, has elected 
NERVOUS ; ere d by us for observa- ae & iddleton, Ludowici, Secretary-Treasur 
Troup County Medical Society has elected Dr. S. C. Rutland, 
tion and diagnosis, as well as treatment. La-Grange, President; Dr. W. H. Hadaway, LaGrange, Vice- 
Select cases of SENILITY accepted. — and Dr. E. W. Molyneaux, Hogansville, Secretary- 
Physiotherapy—Clinical Laboratory—X-Ray. reasurer. 
" Turner County Medical Society has elected Dr. J. H. Baxter, | 
ulting Physicians Ashburn, Secretary-Treasurer. 
Rates and Folder on request Walker-Catoosa-Dade Medical Society has elected Dr. G. C. | 
Vassey, Rossville, President; Dr. C. W. Stephenson, Ringgold, 
THE STOKES Ss ANIT ARIUM Vio Foasldeat; and Dr. John P. Hoover, Rossville, Secretary- | 
reasurer. 
E. W. STOKES, M.D., Medical Director, Washington County Medical Fg = has elected Dr. N. wi | 
Telephones: Highland 2101—Hi 2102 Newsom, President; Dr. Emory , Vice-P | 
ighland 21 Dr. William Rawlings all of 
923 Cherokee Road, Louisville, Kentucky Wilcox County Medical Society has elected Dr. J. A. Bussell, 
Continued on page 56 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Proneer Post-Graduate Medical institution in America) 


For The Proctology and 
General Practitioner Gastro-Enterology 


Intensive full time instruction in those subjects which 
are of particular interest to the physician in general 


practice, consisting of clinics, lectures, and demon- A combined course COMPEIENE attendance 


strations in the following departments — medicine, at clinics and lectures; instruction in exam- 
pediatrics, cardiology, arthritis, chest diseases, gastro- ination, diagnosis and treatment; witnessing 

gy, diab allergy, dermatology, neurology, d f 
ipheral vascular diseases. fractures, urology, otolaryn- cases; pathology; radiology; anatomy; oper- 
gology, P y- The class is expected to ative proctology on the cadaver. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N.Y. 
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Originator of modern microfilming 
and its hospital application ... RECORDAK* 


NLY a photograph can record a document with absolute 
fidelity. Only a photograph can reproduce a document 
at a fraction of its original size, or many times larger. This is 
the basis of Recordak microfilming, a process introduced for 
the greater protection of financial records in banks. Extended 
to use in hospitals, Recordak ‘“‘de-bulks” files 989%, permits 
keeping all medical records handy . . . in the record room. 
The production of photosensitive materials for every type of 
recording is basic with Kodak. Because of this, the medical 
profession is assured not only of radiographic and photographic 
materials in widest variety, but also of the highest quality. . . . 
Eastman Kodak Company, Rochester 4, N. Y. 
*Subsidiary of Eastman Kodak Company 
Serving medical progress through Photography and Radiography 


Major Kodak products for 
the medical profession 


In addition to Recordak...x-ray 
films; x-ray intensifying screens; x-ray 
processing chemicals; cardiographic 
film and paper; cameras—still and 
motion picture; projectors—siill and 
motion picture; photographic films— 
color and black-and-white (including 
infrared); photographic papers; 
photographic processing chem- 

icals; synthetic organic 
chemicals. 
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To find for you 
the finest medical men 
available in all the land... 


M. BURNEICE LARSG 


. .. OR to fit you into the 
position you seek ... 
THIS is our great work 


You, alone, might search for years for just a 
am ous need for the post you wish to fill . 
and never find " 


But you need not search alone. You can lean on 
us, depend upon our lifeti of in the 
ways and needs of medicine's For we have, 
listed with us in complete detail, a yt. of skilled 
medical people you'd be proud to choose from. 


It ur great work, our great puvicge. to bring 
you as “ . you with needs and finest loca- 
tions to fill, and you who seek such opportunities. 


You ask us for physicians, for surgeons 
skilled and eager men, men with intent and energies 
and ideals, with helpful, likeable ways . . . Diplo- 
mates of the American - +. men with years 
of learning and doing back of them .. . or for 
those with fewer years. And always we can find 
them for you in our incomparable lists of men. 


For we'd not have them listed here if they had 
any but the finest commendation. That is why, also, 
you may wish to register with us to find the loca- 
tion, the finer position you have worked toward, 
longed for . . . a new post in a great hospital, or 
with a man in private practice, or in a university, 
a clinic, in industry. 


Remember, you need not search alone wi alee 
that man, for that position. That is our work. 
These things we know. Won’t you write us, soon? 


‘MEDICAL 
BUREAU 

Mm. LARSON, DIRECTOR 
32nd floor 
“PALMOLIVE 
BUILDING 
919 N. Michigan 


Chicago 11, 
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President; Dr. V. L. yey Vice-President; and Dr. J. D. Owens, 
Secretary- Treasurer, all of Rochelle. 

Worth County Medical Society has elected Dr. Gordon S. 
Sumner, Sylvester, Secretary-Treasurer. 

Medical Association of Georgia held its ninety-seventh annual 
meeting in Augusta recently and elected Dr. Edgar Hill Green, 
Atlanta, President-Elect; Dr. J. Victor Roule, Augusta, First 
Vice-President; and Dr. T. J. Ferrell, Waycross, Second Vice- 
President. All other officers were continued for another year. 
Dr. Steven P. Kenyon, Dawson, was installed President. 

Warren A. Candler Hospital, Savannah, has elected to its staff 
Dr. William Osler Bedingfield, President; Dr. Oscar H. Lott, 
Vice-President; and Dr. David B. Fillingim, Secretary, reelected. 

Dr. Tully Talbot Blalock, Atlanta, has opened offices in the 
Doctors Building, practice limited to internal medicine and 
cardiology. 

Dr. William Carson, recently graduated from University of 
Georgia School of Medicine, Augusta, is associated with Dr. D. 
Lloyd Wood, Dalton. 

Dr. J. L. Edenfield, Augusta, has opened offices in the 
Doctors Building in association with Dr. F. A. Kennedy for the 
practice of medicine. 

Dr. Drew Ferguson, West Point, has been appointed Surgical 
Consultant. by the Veterans Administration to work in various 
hospitals in eastern Alabama. He will serve in a consulting 
capacity only when called upon, continuing his private practice 
at West Point. 

Dr. Franklin G. Eldridge, Valdosta, has opened offices in 
Valdosta with practice limited to roentgen diagnosis and roentgen 


therapy. 

Dr. Albert Fisher, Jr., formerly of Macon, has opened offices in 
the Charles D. Jorden Building, Monticello for the practice of 
medicine, occupying offices of the late Dr. L. Y. Pittard. 

Dr. A. Smoak Marshall, formerly of Robert, has opened offices 
in Fort bg for the practice of medicine. 

Dr. John M. Meadows, who has practiced medicine in Vidalia 
for fifty years but now retired, recently celebrated his eighty-sixth 


birthday. 

Dr. Allen Roberts and Dr. Jessie Morris Roberts, having served 
a year’s internship at Greenville General Hospital, Greenville, 
South Carolina, are associated with Dr. J. L Morris in the hos- 
pital * Alpharetta for the practice of medicine. They will also 
have offices in Roswell. 

~ anes Pauch, a native of New York, has opened offices 
at Ideal. 

Dr. Kirk Shepard, Thomasville, recently appointed head, of the 
Medical Department for the Clark Thread Company’s new plant 
at Thomasville, will visit the large main plant in Newark, New 
Jersey, to study the work of the medical department in regard 
to illness and accident prevention procedures. 

Dr. W. M. Shepard, Adel, after fifty-five years in the practice 
of medicine, has retired although he still is in good health. 

Dr. Howell A. Wasden, Jr., formerly in Midville, has opened 
an office at Pavo for the practice of medicine. 

Dr. Darrell Ayer, Atlanta, is associated with the Crawford W. 
Long Memorial Hospital, Atianta, as Director of Laboratories and 
Surgical Pathology. 

Dr. Dale Alford is associated with Dr. J. Mason Baird, Atlanta, 
in the practice of ophthalmology. 

Dr. S. C. Rutland, LaGrange, has resigned after being Medical 
Director of Troup County Board of Health for twenty-two years. 

Dr. D. C. Sirmons, Dahlonega, recently released from military 
service, has opened an office in the Dahlonega Clinic for the 
a of medicine and surgery. 

Dr. W. Frank Wells, Atlanta and Hapeville, has associated with 
him Dr. Henry E. Steadman who was recently released from 
military sefvice 

Dr. Mercer Brannon Sell, Jr., Dallas, and Miss Ethel Elizabeth 
Smith, High Point, North Carolina, were married recently. 


DeaTHs 


Dr. Alexander Rutherford, Freeman, aged 42, died recently. 

Dr. William Leak Gilbert, Atlanta, aged 81, died May 7. 

Dr. Harrison Lee McCrary, Royston, aged 81, died April 22. 

Dr. James William McCurdy, Thomaston, aged 37, died recently 
from injuries received in an automobile accident enroute home 
from the annual — of the Medical Association of 
meeting in Augus 

Dr. Ralph Maes Thomson, Savannah, aged 71, died recently 
of pneumonia. 


KENTUCKY 
The statewide campaign to raise a rural medical scholarship 
fund of $100,000, sponsored by the Kentucky State Medical 
Association and the University of Louisville School of Medicine, 
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Number 7 in a series 


Wolfram Conrad Fuchs 


SOUTHERN MEDICAL JOURNAL 


First to localize the shadow of a brain tumor! 


URELY it was a good fate that prompted Wol- 
fram Fuchs to visit Germany the very year 
that Professor Roentgen made his discovery. 


For it gave this young electrical engineer a chance 
to study x-ray first hand. And sent him back home 
to Chicago with a vast new mechanical and technical 
knowledge. 


Fuchs began turning out radiographs few others 
could equal. He found himself besieged by doctors 
and manufacturers seeking information and con- 
sultation. Fuchs saw and helped all he could. 


He handled the first case in which the “shadow” 
of a brain tumor was localized—clinically demon- 
strated by x-rays,—later proved by necropsy. 


Other contributions: one of the first successful 
x-rays of the hip joint. The development of special 
tubes for x-raying each particular part of the body. 
And much more. 


Only the severe pain of dermatitis and amputa- 
tions could slow down Fuchs’ energy and findings. 
And even when he died of multiple metastasis, 
(1907)* he was hastening to complete a text book. 

And there you have it— 


The courage, the foresight, the kind of man who 
helped tame the x-ray, that it might ever be your 
servant. 


You have our promise, that we at Ansco shall do 
all we can, in our laboratories to further develop 
x-ray products of the highest quality. Amsee, 
Binghamton, New York. 


*American Martyrs To Science Through The 
Roentgen Rays by Percy Brown, M.D. Published 
by Charles C. Thomas, Springfield, Illinois. 


ASK FOR 


Ansco 


X-RAY FILMS AND CHEMICALS 
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STERILE HIGH TITER 


ing testi 

to Al bon 
A2 bloods may cause 

trouble—even fatalities. 

rouping Sera are certified 

TITER. Exclusively prepared 

sonal supervision of R. 

for safe, efficient, accurate 

que. We invite your inquiries. 

“A” (IL, Moss), gad Serum at 

mental work to furnish the ‘of 4 
; tested and titrated the profession Cline 
y_ reliable ... worthy of your confidence. 

Anti-Rh serum to test for Rh. Absorbed B 

serum to differentiate 


Writ The 

oratory technique. 


GRADWOHL 


LABORATORIES 


Grodwohl, M. D.,Director 


9514 lucas Av. St. Louls, Mo. 
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Louisville, and which exceeded its goal by over $50,000, ended 
with a dinner May 8, with H. Fred Wilkie, Chairman of the 
drive, presiding. Senator Henry Ward, Paducah, served as Vice 
Chairman, Dr. Irvin Abell, Louisville, headed the Finance Com- 
mittee, and Dr. Carl C. Howard, Glasgow, has been Chairman of 
the fund’s Board of Trustees. 


DeaTus 


Dr. Richard Burgess Webb, Paintsville, aged 40, died April 22 
of coronary thrombosis. 


LOUISIANA 


Louisiana State Medical Association at its recent annual meeti 
installed Dr. Gilbert C. Anderson, New Orleans, President; a 
elected Dr. M. D. Hargrove, Shreveport, President-Elect; Dr. 
P. H. Jones, New Orleans, First Vice-President; Dr. Arthur D. 
Long, Baton Rouge, Second Vice-President; Dr. C. B. Odom, 
New Orleans, Third Vice-President; and Dr. P. T. Talbot, 
Secretary- Treasurer, New Orleans, reelect 

New Orleans Pure Milk Society has selected Dr. E. A. Socola, 
President; Dr. Maurice E. St. Martin, Vice-President; Mr. Robert 
H. Polack, Treasurer; and Dr. W. C. Rivenbark, 
Assistant Secretar: 

Dr. Robert a ‘Katz, New Orleans, was a member of the 
Organizing Committee of the American Society for the Study of 
Arteriosclerosis, formed in Atlantic City, New Jersey, preceding 
the A.M.A. Centennial. 

Tulane University School of Medicine, New Orleans, has had a 
renewal of the research grant by Sharp and Dohme, Incorporated, 
Philadelphia, in support of C. Gordon Johnson’s research program 
in connection with problems involving phthalylsulfathiazole and 
sulfamerazine in pre- and postoperative urinary tract infections. 


MARYLAND 
Spring Grove State Hospital, Catonsville, the third oldest hospital 
for the treatment of the insane in the United States, celebrated 
its one hundred and fiftieth anniversary on May 8. Organized in 
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Developed to save time and simplify multiph 


Sodium, the Johnson Outfit offers, for the fest time, facilities for com- 
pletely dosed method using the syringe, drip or a combination-of both 
technics. By simply chonging short length of tube andthe needle assem- 
bly, on entire day's schedule of administrations may be corriedovut without 
the usval loss of rime involved in ovtociaving preparafted betwean. patients. 
The equipment has been given exhaustive tests in haspital use. 


plete information cont in d im a special circular ex- 


Write now for cx 


A: ALOE COMPANY? 
Olive St. St. Lowig Mo, - 


pidining the new technic step by step andthe equipment involved. 


icon of 
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Now Used on All Keleket X-ray Equipment 


After months of study and research, 
Kelekote Smooth Finish was created 
as the truly logical finish for modern 
x-ray equipment. Its soft-glowing, 
light tone is pleasing in appearance 
and radiantly clean. 

Kelekote has a glass-smooth, hard, 
polished surface—no pits or crinkles 
to catch dust or opaques. It is easily 
cleaned—will retain its lustre and 


look like new even after years of 
service. 

Neutral in tone, this new Kelekote 
Finish will harmonize perfectly with 
any color scheme. 

From now on, all KELEKET x-ray 
equipment will be supplied exclu- 
sively in the new Kelekote Smooth Fin- 
ish. For further information, ask your 
KELEKET representative, or write us. 
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the KELLEY-KOETT 


2565 WEST FOURTH ST. 


Manufacturing Co. 
COVINGTON, KY. 


KELEKOTE—THE LOGICAL FINISH FOR MODERN X-RAY EQUIPMENT 


Copyright 1947, The Kelley-Koett Mig. Co. 
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These important 
Rh SERVICES 


are now available 


1. Rh testing, including Rh typing, tests 
for Rh antibodies, and titrations. 
(Blood specimens can be submitted by 
mail.) 
2. Anti-Rh.serum for rapid slide testing. 
3. High titer anti-A and anti-B blood 
typing sera. 
4. Rh negative blood of all types, dis- 
tributed under U. S. Government License 
o. 139. 
For complete information write to: 
THE PHILADELPHIA SERUM 
EXCHANGE 


A non-profit organization 
1740 Bainbridge Street 
PHILADELPHIA 46, Pa. 


Continued from page 58 


1797 for the medical treatment of seamen, it has grown to a 
capacity of 2,214 beds. 

Dr. Ernest "Lyman Stebbins, Director of the School of Hygiene 
and Public Health and Professor of Public Health Administration, 
Johns Hopkins University, Baltimore, has been appointed Chair- 
ay ae Board on Health Services of the American National 


Dr. Henry M. Thomas, Jr., Baltimore, was elected Secretary 
of the Association of American Physicians at its recent annual 
meeting held in Atlantic City. 


DrEaTHS 


Dr. Hovhanness Kevork Peltekian, Baltimore, aged 75, died 
recently of coronary occlusion. 


MISSISSIPPI 
Mississippi Educational Board, a year old, has published a 
book'et, “Doctors to Come.” Dean Pankratz of the University of 


Mississipp' i is Chairman of the — and other members are 
Dr. Felix J. ee pie: Paul Gamble, Greenville; 
Mr. W. H. ; and H. Ellis. 


DEATHS 


Dr. John Darrington, Yazoo City, aged 77, died May 19 fol- 
es a heart attack. 
Sebastopol, died May 6. 


MISSOURI 


Dr. William B. Kountz, St. Louis, was a member of the 
Organizing Committee of the American Society for the Study of 
formed recently in Atlantic City, New Jersey. 

. Oswald P. J. Falk, Consultant at the St. Louis City Hos- 
uae St. Louis, has been awarded a research grant by Sharp 
and Dohme, Incorporated, Philadelphia, Pennsylvania, which will 
support a Fy vy study to evaluate caronamide as an adjunct to 
penicillin in the treatment of infectious diseases. 
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VALENTINE’S MEAT EXTRACT 
READILY ASSIMILATED 
PALATABLE 


Extensively used in Illness and Convalescence 
for over Seventy Years. 


In Pediatrics - - In Geriatrics - - And In Between 


Valentine’s Meat-Juice Company 
Richmond 9, Virginia 
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etient, para IV, 
never worn on 
bhdominal support 
ring previous preg- 
nancies. Come for 
port when seven 


By relieving the forward and downward shift of the enlarged uterus, Camp 
prenatal supports take some of the tension from the abdominal muscles and 
fasciae, assist in the return of venous blood, prevent many backaches and 
give exceptional support to the softened joints of the pelvic girdle. 

Experience shows that best results are obtained when prenatal supports are 


applied during the fourth month and worn faithfully throughout pregnancy. 


S. H. CAMP anp COMPANY * JACKSON, MICHIGAN 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York © Chicago © Windsor, Ontario ¢ London, England 
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Announcing the availability of 


PERTUSSIS IMMUNE SERUM 
(Human) 


IN VACUUM DRIED FORM 


Once again we have Pertussis 
Immune Serum (Human) in the 
preferred vacuum dried form. 
Orders from physicians anywhere 
filled quickly. Twenty-four-hour 
service to handle telegraph orders. 
For literature and full information, 
write to: 


THE PHILADELPHIA SERUM 
EXCHANGE 


A non-profit organization 
1740 Bainbridge Street 
Philadelphia 46, Pennsylvania 


Che Quick, casy lay 


to Strain FRESH Foods 


The Foley Food Mill conserves mother’s time and energy in 
straining fresh vegetables and fruits. With just a few turns of the 
handle, the Foley Food Mill separates fibres and hulls, pureeing 
all cooked foods 


or adult diet— 
peas, carrots, 
beets, string 
beans, spinach, 
apple sauce, 
prunes. Made of 
steel, rust and 
acid-resistant. 
Available 
through depart- 
ment and hard- 


Retail price $1.50, Ofter 
tana 


FOLEY MFG. CO. te 
Pod I enclose $1.00 for 1 House- 
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DEaTHS 


Dr. Charles Matthew Coe, St. Louis, aged 88, died recently 
of chronic myocarditis. 

Dr. Roy Cross, Kansas City, aged 63, died recently of cerebral 
hemorrhage. 

Dr. Robert Lamar Drury, St. Louis, aged 37, died recently of 
endothelioma with metastasis. 

Dr. Harry G. Nicks, St. Louis, aged 85, died recently of mono- 
cytic leukemia. 

Dr. Harry Fenton Settle, Kansas City, aged 64, died recently 
of disease. 

John Henry Outland, Kansas City, aged 76, died recently 

of thrombosis. 


NORTH CAROLINA 


Dr. W. Henry Hollinshead, Associate Professor of fay, 
Duke University School of Medicine, Durham, effective July 1, 
accepted the appointment of Professor of Anatomy, Mayo Founda- 
tion and Graduate School of Medicine, University of Minnesota, 
Rochester, Minnesota. He will organize and head a Department 
of Anatomy which is being established by the Mayo Clinic and 
will continue research on the peripheral nervous system and 
mechanisms in the reflex control of respiration and blood pressure. 

North Carolina Eye, Ear, Nose and Throat Society and the 
South Carolina Society of Ophthalmology and Otolaryngology will 
hold the second annual meeting at the Hotel Skyland, Henderson- 
ville, September 15-18. The first two days will be devoted to 
ophthalmology and the last two to otolaryngology. North Carolina 

iety officers are: Dr. Hart, Charlotte, President; Dr. 
W. E. Brackett, Hendersonville, Vice- President; and Dr. 
Harrill, Winston- Salem, Secretary-Treasurer. South Carolina Society 
officers are Dr. Ruskin G. Anderson, Spartanburg, President; Dr. 
S. Harry Ross, Anderson, Vice- President; and Dr. Roderick Mac- 
Donald, Rock Hill, Secretary- -Treasurer. Information about the 
course will be furnished by officers of either society. 

University of North Carolina, at the annual medical alumni 
luncheon held at Virginia Beach, Virginia, May 14, elected Dr. 
A. H. London, Durham, President; Dr. M. D. Bonner, Jamestown, 
Vice-President; and Dr. Milton S. Clark, Goldsboro, Secretary. 

North Carolina Tuberculosis Association at the annual meeting 
of the Board of Directors of the State —_ in Goldsboro, 
May 1, elected Dr. a 3 L. Seay, President; Dr. D. Bonner, 
Vice-President; Dr. T. . Steed, Treasurer; and Mise Elizabeth 
Smith, Secretary. 

Dr. Lawrence Byerly Holt, Lexington, and Dr. Norma Ware, 
Macon, Georgia, were married recently. 

Dr. Robert Glenn Holt, Lexington, and Dr. Margaret Nelson, 
Lawrence, Kansas, were married recently. 

Dr. Harold C. McDowell, recently released from military service, 
has opened an office in Winston-Salem for the practice of ortho- 
pedic surgery. 


DEATHS 
Dr. John Donnelly, Charlotte, aged 69, died recently. 


OKLAHOMA 


Oklahoma State Medical Association at its recent annual meeting 
installed Dr. Paul B. Champlin, Enid, President; and elected 
Dr. Clarence E. Northcutt, Ponca City, President: Elect; Dr. Shade 
D. Neely, Muskogee, Vice-President; and Dr. Lewis J. Moorman, 
Oklahoma City, Secretary-Treasurer and Editor of the State 
Journal, reelected. 

Dr. Vernon D. Cushing, a resident in pathology at the Uni- 
versity of Oklahoma Hospitals the past year, has been appointed 
Director of Health Service of University Hospitals and Medical 
School, and Instructor in the School of Medicine. 

Board of Regents of the University of Oklahoma School of 
Medicine, Oklahoma City, has been given securities approximating 
$5,000.00 by Mrs. Sadie H. Edwards in appreciation of pro- 
fessional services for her deceased husband. A lectureship in 
a with the University School of Medicine will be est 
lished from the interest and profit accruing from the securities. 


Deatus 
Dr. Jacob Meek Lanning, Miami, aged 72, died recently. 


SOUTH CAROLINA 


South Carolina Medical Association at its recent annual meet- 
ing installed Dr. Olin B. Chamberlain, Charleston, President; 
and elected Dr. R. B. Durham, Columbia, President-Elect; Dr. 
Roderick MacDonald, Rock Hill, Chairman of Council; Dr. 
C. H. Blake, Greenwood, Vice President; and Dr. J. P. Price, 
Florence, Secretary-Treasurer, reelected. 
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AVAILABLE PATTERNS INCLUDE— 


Nos, 3, 4 and 7 
Nos. 3L and 4L .... 


For general surgical use. 
Elongated handles for deep 


surgery. 
An offset, elongated handle for 


use in hysterectomies. 

A small, finely balanced handle 
for ophthalmic, plastic and 
minor surgical use. 


Ask your dealer 
BARD-PARKER COMPANY, INC. 


SURGICAL KNIFE HANDLES 


Outstanding for their durable fabrica- 
tion and capacity to accurately and firmly 
fit every B-P Blade, their combined qual- 
ities of practical design, balance and’ 
finish are as distinctly individual as a 
fingerprint. 

Genuine B-P Handles may be readily 
distinguished by the Gothic Arch pattern 
of the distal ends . . . a time-conserving 
aid in blunt dissection: As quality prod- 
ucts, they are built for long periods of 
satisfactory service . . . designed to resist 
the damaging effects of hard, constant 
use. In the end, more economical by far. 


Danbury, Connecticut 


BARD-=-PARKER 
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ANNOUNCING 
a new principle in 
Support Design 


SPENCERFLEX 
FOR MEN 


Individually designed 

for each patient, the 

Spencerflex provides pelvic control and abdom- 
inal uplift with freedom for muscular action. 
Improves posture and body mechanics. Non- 
elastic. Will not yield or slip under strain. Very 
durable, moderate cost. Can be put on, removed, 
or adjusted in a moment. 


Also designed as adjunct to treatment follow- 
ing upper abdominal surgery. Completely covers 
and protects scar without “digging in” at lower 
ribs. Relieves fatigue and strain on tissues and 
muscles of wound area. We know of no other 
support for men providing these benefits. 


For information about Spencer Supports, telephone your 
local “Spencer corsetiere”’ or “Spencer Support Shop”’, 
or send coupon below. 


SPENCER, INCORPORATED 
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Dr. Pirre F. LaBorde, Jr., recently discharged from duty in 
the United States Navy, has opened an office in Columbia. 
Dr. W. S. Bethea, Latta, announces the associa 
in the general practice of medicine of Dr. J. D. 
Charleston. 
Dr. E. W. Tucker, has become associated with Dr. C. E. 
Cane, Greenwood, practice limited to eye, ear, nose and throat. 
Jack D. Parker and Dr. H. M. Allison, Greenville, have 
formed rtnership for the practice of obstetrics and gynecology. 
rt Bentham Simons, Jr., Charleston, and Miss Sara 
Eleabeth Holden were married recently. 


DEaTHS 


Dr. James R. DesPortes, Fort Mill, 69, 
Dr. Joe H. Kirby, Mullins, recently of 3 
aged 29, died ~~ 16 of acute leukemia 


died June 2. 
ew Louisiana, 


TENNESSEE 


The Southeastern Dermatological Association will hold its next 
meeting, under the presidency of Dr. Howard Hailey, Atlanta, 
Georgia, at Knoxville, Sunday, August 31. The Andrew Johnson 
Hotel is headquarters. Reservations may direct with 
the hotel or through the Secretary, Dr. A. H. Lancaster, 608 
West Main Street, Knoxville. 

Middle Tennessee Medical Society has elected Dr. Clarence S. 
Thomas, Nashville, President; Dr. Carl E. Adams, Woodbury, 
Vice-President; and Dr. C. N. Gessler, Nashville, Secretary- 
Treasurer, reelec 

West Medical and Surgical has elected 
Dr. George R cSwain, Paris, President; John C. Pearce, 

ackson, Vice-President; and Dr. Leland ur" Johnston, Jackson, 

retary-Treasurer. 

Dr. William Henry Ries has opened an office for the practice 
of woe in Nashville. 

Cecil E. Newell, Chattanooga, announces the opening of 
a ‘Cecil Newell Clinic. 


DrEaTHS 


Edward Coleman Ellett, Memphis, oud 77, died June 8, 
- Andrew M. Gamble, Maryville, , died May 30. 
Dr. Willis Curtis Groce, Byrdstown, aged Os died recently of 
heart disease. 
Dr. Damon Smith Latimer, Union City, aged 52, died April 26. 
Dr. Albert Weshington Lewis, Copperhill, aged 72, died May 16. 
Dr. George Winchester Penn, Humboldt, aged 83, died May 20. 
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Classified Advertisements 


MANOTAK LODGE—Most remote Lodge in Ontario; located on 
the new Red Lake Highway. Game in YY only Virgin 
Territory can give—Moose, Bear, Deer. t and Muskie. 
For reservations write MANOTAK LODGE. onibell, Ontario. 


HEALTH OFFICERS and PHYSICIANS WANTED—Pinellas 
County (St. Petersburg, Clearwater) man with public health ex- 
Eo. Training, beginning salary $7,200; Leon County (Talla- 

) beginning salary $6,000. Several other counties open 
shortly. Younger men preferred, and persons above age of 45 when 
entering public health for first time need not apply. Also tuber- 
culosis and venereal disease clinicians, psychiatrists, general medical 
men needed for State Board of Heaith, County Health Units and 
State institutions. Beginning salaries range from $5,000 to $6,000. 
Younger rs preferred. Write or wire Supervisor, Florida Merit 
System, P. O. Box 1136, Tallahassee, Florida. 


129 Derby Ave., New Haven 7, Conn. 

In Canada: Rock Island, Quebec. May We 

In England: Spencer (Banbury) Ltd., Send You 
Banbury, Oxon. Booklet? 

Please send me booklet, “How Spencer 

Supports Aid the Doctor's Treatment.” 

SM-8-47 

SPENCER "222%" SUPPORTS 


FOR ABDOMEN, BACK AND BREASTS 


HEALTH OFFICER WANTED: Positions are open in Georgia 
for county and district commissioners of health. Salaries for ex- 
perienced public health physicians range from $6,600 to $7,500. 
Salaries for physicians with public health training who are entering 
the field range from $5,640 to $6,840. Liberal travel allowances 
supplement these salaries. Tenure of office is assured by a merit 
system. License to practice medicine in Georgia is required. 
Ample opportunities for training are offered with liberal stipend 
while in training. Write T. F. Abercrombie, M.D., Director, 


State Health Department, State Office Building, Atlanta 3, Georgia, 
for application forms and full details. 
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Dr. Charles R. Vance, Bristol, aged 79, died recently of coro: 
thrombosis and cerebral’ embolus. — 


TEXAS 


Colorado-Fayette Counties Medical 
Frank Guenther, La Grange, President: Dr. Leslie Boelsche, 
La Grange, Vice President; 


and Dr. C. I. Shult, Columbus, 
Secretary-Treasurer. 


Van Zandt County Medical Sot has elected Dr. 
Hilliard, Canton, President; Dr. R. . 

Vice-President ; and Dr. B. B. cian. 
Treasurer. 

The following have been reappointed to the Texas State Board 
of Medical Examiners by the Governor: Dr. Rs H. Crabb, Fort 
Worth; Dr. H. F. Connally, Waco; and Dr. N. D. Buie, Marlin. 
a! R. H. Peterson, Wichita Falls, will serve his first term. 

G. A. Constant, formerly of Northwestern University Medi- 
cal go Chicago, "has joined the staff of the University of 
Texas Department of Physiology, Galveston. 

Dr. Robert B. Homan, El Paso, has been elected President of 
the University of Texas Medical Branch Alumni Association. 

Dr. William F. Mengert, Chairman of the Department of 
Obstetrics and Gynecology, Southwestern Medical College, Dallas, 
a Chief Editor of the Quarterly Review of Obstetrics and Gyne- 
cology. 

Dr. James T. Mills, Dallas, has been chosen President-Elect, 
American Association of Plastic Surgeons. 

Dr. George R. Hermann, Galveston, was a member of the 
Organizing Committee of the American Society for the Study of 
Arteriosclerosis formed in Atlantic City, New Jersey, in June. 

Dr. Tinsley R. Harrison, Dallas, was made President-Elect of 
the American Heart Association which held its meeting in Atlantic 
City, New Jersey, in June. 

Dr. Charles N. Hendricks, El Paso Medical and Surgical Clinic 
El Paso, has received a grant in support of a clinical study a 
use of tyrothricin and other preparations as an aerosol. 

Dr. Tilden Childs, Fort Worth, and Miss Ruth Caustin, 
Rochester, Minnesota, were married recently. 


Society has elected Dr. 


George 
Cozby, Grand Saline, 
Edgewood, Secretary- 
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Dr. H. N. Lusk, Temple, and Mrs. Nettie Cunningham, Dallas, 
were recently. 


DEATHS 


Dr. John Brown DuBose, Humble, aged 71, died recently of 
chronic myocarditis. 

Dr. Clarence Charles Hampil, ya 9, 80, died recently 
of cerebral hemorrhage and coronary occlusi 


Dr. Sam Jaeggli, Moulton, aged 55, died "April 15 of coronary 
thrombosis. 

Dr. William Robert Thompson, Fort Worth, aged 85, died 
May 1 as a result of a fall. 

Dr. Ernest Brent Thompson, El Paso, aged 69, died recently 
of diabetes and acute appendicitis with complications. 


Dr. Martha Alice Wood, Houston, aged 77, died recently of 
coronary occlusion. 


VIRGINIA 


Medical Society of Virginia will hold its Centennial meeting 
in Roanoke, October 13-16 under the presidency of Dr. W. L. 


Powell of Roanoke. 

Loudoun County Medical Society has elected Dr. i. %. 
Jackson, Leesburg, President; and Dr. A. C. Echols, Purcellville, 
Secretary-Treasurer. 

Smyth County Medical Sealer has elected Dr. T. K. McKee, 
Saltville, President; Dr. J. R. Blalock, Marion, Vice-Wresident; 
and Dr. R. C. Potter, Marion, Secretary- Treasurer. 

Virginia Academy of Science, at its meeting held in Charlottes- 
ville in May, installed Dr. Jesse W. Beams, University, President; 
and elected Dr. Sidney S. Negus, head of the Department of 
Chemistry, Medical College of Virginia, President-Elect to take 
office in 1948. Dr. E. C. L. Miller, Richmond, was reelected 
Secretary-Treasurer. 

Virginia Society of Ophthalmology and Otolaryngology at its 
twenty-eighth annual meeting, held at Virginia Beach in May, 
installed Dr. Fred E. Hamlin, Roanoke, President; and elected 
Dr. Wallace Gill, Richmond, President-Elect; Dr. Cuthbert 
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Valuable Adjunct 


The wide accepsante 
accorded 


 NUMOTIZINE 

: in bursitis stems not 
only from its provision 

of dependable moist . 

heat, but also from its 

analgesic-decongestant 

action. 


CONVENIENT— 
¢asy to use—one ap- 
plication lasts 8 to 12 
hours. 


NUMOTIZINE, INC. 


900 N. FRANKLIN ST. 
CHICAGO, ILLINOIS 
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Tunstall, Charlottesville, Vice-President; and Dr. F. H. McGovern 
Danville, Secretary-Treasurer, reelected. Winchester was selected 
for the 1948 meeting place. 

A Norfolk court order has been signed giving possession of the 
twenty-five-acre Nevius Tract in Arlington Conanr to the Veterans 
mao = fanaa for the site of its new Washington area veterans 

ospita’ 

Dr. Clara C. Joel Fleisher has been named Director of Maternal 
and Child Health of the City Department of Health, Richmond, 
a newly created post. Dr. Fleischer, a pharmacy graduate of 
Prague, Czechoslovakia, received her doctor of medicine degree 
from the Medical College of Virginia, Richmond. 

Dr. Harvey B. Haag, Professor of Pharmacology, Medical College 
of Virginia, Richmond, on July 1 became Dean of the School of 
Medicine succeeding Dr. Jacques P. Gray, who resigned last fall. 


CARBISULPHOIL COMPANY 
3114 Swiss Avenue Dallas, Texas 


SOUTHERN MEDICAL JOURNAL 


August 1947 


Dr. Edward H. Williams, formerly on the medical staff_ c. 
Westbrook Sanatorium, Richmond, before entering the 
} in Miami, Florida, with offices in the Postal-Pacific 

ullding 

Dr. Thomas F. Wheeldon, Richmond, was elected Middle At- 
lantic regional Vice-President of the Associated Harvard Clubs 
at its recent meeting held in Milwaukee, Wisconsin. 

Dr. Edward M. Holmes, Jr., on June 1 became Assistant 
Health Director of the Richmond Health Department. 

Dr. William Walker Butzner, Fredericksburg, and Miss Catherine 
- Beltzhoover, Charlestown, West Virginia, were married May 
10. 

Dr. Austin Ingram Dodson, Jr., Richmond, and Miss Dorothy 
Carrol Stubblefield, Old Hickory, Tennessee, were married May 24. 

DeEaTHS 


Dr. Irene Ballou Bullard, Charlottesville, aged 70, died recently 
of cerebral hemorrhage. 

Dr. Henry Rolfe DuPuy, Winchester, aged 40, died May 3. 

Dr. Otis Hillsman Whitlock, Richmond, was burned to th in 
his home May 9. 


WEST VIRGINIA 


Ohio County Medical Society has elected Dr. Howard G. 
Weiler, Wheeling, President; Dr. C. G. McCoy, Elm ——_ 


Vice-President; Dr. i. D. Bird, Jr., Elm Grove, Secretary 

Dr. Charles D. Hershey, Wheeling, Treasurer. 

om Charles W. Asbury, Slab Fork, has moved to Hamilton, 
io. 

Dr. George L. Armbrecht, Wheeling, has taken over the offices 
of the late Dr. H. C. Harpfer in the Graff Building at Wheeling. 
Dr. Don V. Hatton, Williamson, has moved to Huntington. 
Dr. Wm. Carroll Boggs, Cameron, is associated with Dr. 
Howard T. Phillips, Wheeling, in the practice of dermatology 

and syphilology. 

Dr. Walter E. Vest, Huntington, has been elected President of 
the Virginia Alpha Chapter of Phi Beta Kappa and will serve for 
the ensuing scholastic year. 

Dr. Frank J. Holroyd, Princeton, was Chairman for West 
Virginia of the National Conference of County Medical Society 
Officers which convened recently in Atlantic ya New Jersey. 
He was also Area Chairman for the second district (Delaware, 
Maryland, New Jersey, New York, Pennsylvania, Virginia, West 
Virginia and the District of Columbia). 

Dr. Walter E. Vest, Huntington, was a member of the Execu- 
tive Committee of the Presidents and Other Officers of Medical 
Associations which held its third annual conference recently in 
Atlantic City, New Jersey. Dr. Vest was also na hairman 
of the Reference Committee on Hygiene and Public Health at the 
House of Delegates meeting of the A.M.A. Dr. Vest and Dr. 
Ivan Fawcett, Wheeling, represented West Virginia in the House 
of Delegates 

Dr. Archer A. Wilson, Charleston, ae been certified by the 
American Board of Neurological Surge 

The new state health center at |p al was dedicated June 9. 


DEATHS 
Dr. John McCue Bowcock, Williamson, aged 72, died recently 
of coronary thrombosis. 


Dr. Clement Coleman Fenton, Morgantown, aged 54, died May 
28 of coronary occlusion. 
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BURDENED HEART 


In Bronchial Asthma, Paroxysmal Dyspnea, 


“TABLETS + AMPULS - POWDER - SUPPOSITORIES 


ACTIVE DIURETIC MYOCARDIAL STIMULANT 
BRONCHIAL RELAXANT 


e 


Cheyne-Stokes Respiration. 


H. DUBIN LABORATORIES, Inc., 250 East 43rd St., New York 17, N.Y. 
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All of the Light...None of the Reflexes... 


For those seeking an ophthalmoscope. with which 
to obtain a clearer view of the fundus, we offer the 
AO Polaroid Giantscope as the ideal instrument. 
The useful illumination reaching the eye is increased 
over that from ordinary ophthalmoscopes and the 
undesirable corneal reflex is completely eliminated. 

In addition to the unique polarizing system, yellow 
and red-free filters are furnished as integral parts 
easily turned into position. Vergence of the light 
‘ beam is variable with adjustable condensers. 

The Giantscope is a truly outstanding instrument 
for aiding the diagnosis of conditions within the eye- 


American & Optical 


COMPANY 


*T. M. Reg., U. S. Pat. Off., Polaroid Corp. 


“M. E. S. C0.” Ointments 


OPHTHALMIC AND NASAL 


DManhattan Eye Salve Company 


Incorporated 1063-65 Bardstown Road, LOUISVILLE 4, KENTUCKY 
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HEN interviewed between platefuls, this 11-months-old 

young man emphatically stated: "I have been brought 
up on Pablum and still like it, but some days when I’m in the 
mood for oatmeal, nothing satisfies me like Pabena!” 


Nutritious, quick and easy to prepare, 
both products are for sale at drug stores. 


MEAD JOHNSON & COMPANY, EVANSVILLE, IND. 
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ce. flasks 
500 cc. flasks 
ce, flasks 
hospitals, 


LUN AMIGEN 5% iON 
| DEXTROSE SOLUT 
| 
| keep the unopent? 
mig to 6.5.4 cool 


MEAD JOHNSON & CO 


like Amigen, Protolysate is an enzymic 


digest of casein and consists of aming 


‘acids and polypeptides. Like Amigen; 


Protolysate supplies. the nitrogen es- 


growth. 


‘Unlike Amigen, which may be em- 


ployed both orally ond parenterally, 


Protolysate is designed only for oral 


LEAD 


ntial for. maintenance, repair and 


[EVAN 


The function of Amigen and Protolysate 
is to supply the amino acids essential 
for nutrition, Both can be given in place 
of protein when protein cannot be eaten’ 
or digested, or in addition to protein 
when the protein intake. is insufficient. 
Administered in’ adequate amounts, 
they prevent wastage of protein, restore. 


previous losses, or build up new bod 
protein. 
¢ « 


PROTOLYSATE 


For Oral Administration 
: dry enzymic digest of casein containing ane” 
— and polypeptides, useful as a source of read: 
ly absorbed food nitrogen when givet orally 
bibe. Protolysate is designed for ada 
in cases requiring predigested 
"ede of administration and the amount 
tiven should be! prescribed by the 


MEAD JOHNSON & CO- 


EVANSVILLE, 


1 Ib. cans at drug stores 


SVILLE 21, INDIANA 
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Thrombin Topical 


(Bovine Origin) 


AN 


“Memostal, please... Thrombin.” 


Bleeding controlled, the operation proceeds. . 
THROMBIN TOPICAL, highly potent, rapidly acting 


hemostatic of biologic origin, is a distinct achievement 


for safer surgery—minor and 


major. Capillary hemorrhage 


NI FI 


may be arrested seconds after local ap- i} 
plication of THROMBIN TOPICAL. 


Unending research in all the branches 


J 


of medicine has led to the develop- 4 | 


ment of new Parke-Davis products, 


physiologically sound and clinically 


valuable. It has maintained as a con- 
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tinuing symbol of therapeutic signif- 


icance the mark of Parke-Davis— 


MEDICAMENTA VERA. 


THROMBIN TOPICAL 
is available in 5,000-unit 
ampoules, each packed 
with a 5 cc. ampoule of 


* sterile, isotonic saline diluent. 


SYMBOLS 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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